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The First Latin American Hospital Convention 


GUSTAVO C. FRICKE, M.D. 


tion was held in Santiago de Chile from Jan- 

uary 7 to 14, 1940. It will fill a glorious 
page in the annals of hospital operation in South 
America. 


Tis first Latin American Hospital Conven- 


This convention, organized by the Chilean Hos- 
pital Association, enjoyed the effective help of 
the Chilean Government and the different Public 
Health Departments. To the kind cooperation 
rendered by the Central Board of the Hospital 
Department, the Insurance Fund, the Surgeon 
General, and the joint services of the Health De- 
partment was added the service of the “Labora- 
torio Chile” and other private institutions. This 
cooperation alone assured the success of the con- 
vention, and the good reception our country was 
expected to give to the foreign delegations. 


With gratifying enthusiasm the governments 
ot Argentine, Colombia, Costa Rica, the Domini- 
can Republic, Ecuador, Guatemala, Paraguay, 
Panama, Pert, Uruguay, and Venezuela re- 
sponded to the invitation and sent in a total of 
23 official representatives selected from their most 
experienced and outstanding professional and 
public officials. 
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Numerous messages were received from Latin 
American institutions and organizations offering 
their help. Valuable assistance was given by the 
Board of Health of the Peruvian Government, the 
Maternity Home of Montevideo, the Medical and 
Scientific Association of Buenos Aires, the Na- 
tional Institute of Nutrition of the same city, the 
Insurance Fund of Pert, all of which contributed 
actively to the success of the different meetings. 


The presence of delegates from all the Chilean 
hospitals, delegates from the Insurance Fund and 
Joint Health Services, and a good number of per- 
sonal Chilean adherents, gives an idea of the in- 
terest in this first Latin American Hospital Con- 
vention. 


The activities of the convention began on Jan- 
uary 6, with a preliminary meeting, in which the 
President, Dr. Javier Castro Oliveira, and the 
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Dr. Javier Castro Oliveira, president of the First Latin American Hospital Convention, addressing the opening meeting 
at the Sal6n de Honor of the University of Chile 


following Vice-Presidents were elected: Dr. Hugo 
Julio D’Amato, from Argentine; Dr. Abelardo 
Ibanez, from Bolivia; Dr. Arturo Jaramillo, from 
Colombia; Dr. Cesar Gagliardone, from Para- 
guay; Dr. Ricardo Palmo, from Pert; Dr. Isidro 
Mes de Ayala, from Uruguay; Dr. Carlos Diez 
del Ciervo, from Venezuela; and the Secretaries, 
Dr. Julio Santa Maria, Dr. Rafael Lorca, and 
Dr. Esteban Kemeny, from Chile. 


With unanimity of this special committee, the 
President of the Republic, His Excellency senior 
don Pedro Aguirre Cerda, was asked to accept the 
Honorary Presidency of the Convention, and the 
Ministers of Health, Foreign Relations and Public 
Works, to accept the offices of Honorary Vice- 
Presidents; the latter designation was also ex- 
tended to the Health Ministers of the adherent 
Latin American countries, and to Dr. Julio Lo- 
renzo y Deel of Montevideo, Dr. Guillermo Stuck- 
ert of Cordova, Dr. Raul Denis and Dr. José W. 
Tovias of Buenos Aires. 


The Opening Session 


The opening meeting of our convention was 
presided over by the Health Minister, Dr. Salva- 
dor Allende, and by the Executive Board, with 
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the presence of Diplomatic Representatives of the 
adherent countries and a distinguished assembly, 
which filled the “Salén de Honor” of the “Uni- 
versidad de Chile.” 


The minister opened this meeting with a bril- 
liant speech, in which he explained in broad lines 
the Chilean Health Problems, with regard to the 
modern. medical-social tasks, to which the Govern- 
ment was giving the due consideration, with a 
view to solving them satisfactorily. 


Dr. Javier Castro Oliveira referred more spe- 
cially to what had been achieved in the Chilean 
Hospital Organization, and stressed the necessity 
of granting the hospitals sufficient funds, in order 
that they might be able to comply properly with 
the tasks within their scope. 


In the name of the foreign delegations, Dr. 
Carlos Arturo Jaramillo expressed his gratitude 
for the reception given to the Latin American 
representatives and bestowed great praise on the 
skillful organization of the convention, the im- 
portance of which could not escape people inter- 
ested in such problems. The meeting was closed 
by Dr. Manuel Luis Perez, who delivered an 
eloquent message in the name of the Buenos Aires 
City Government. 
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Conferences on Hospital Administration 


The program of the convention was carried out 
successfully throughout, and special interest was 
awakened by the conferences on problems with 
regard to hospital administration, given by Dr. 
Esteban Kemeny, Dr. Rafael Lorca, Dr. Julio 
Santa Maria, sefor Carlos Sinclair and senor Jose 
M. Manterola to a full auditory, in the lecture 
hall of the Executive Board of the Chilean Hos- 
pital Organization. Not only through the mas- 
tery with which these matters were treated by 
their exponents, did these papers turn out a full 
success, but also, very specially, through the fol- 
lowing interesting discussions, in which both for- 
eign and national delegates took an active part. 


The Official Sessions 


The central interest of the convention rested 
certainly on the official sessions held in Santiago 
and Valparaiso. The first subject, “Isolation Hos- 
pitals,’” was discussed by Dr. Victor Grossi, 
Health Commissioner of the Valparaiso District, 
and by Dr. Martinez, head of the Prophylactic 
Department of the General Board of Health. The 
speakers discussed the problem of mortality 





General Hospital Administration, Santiago, Chile 
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through acute infections, and then referred, in 
general, to the necessity of creating special iso- 
lation hospitals in large cities only, and isolation 
blocks in general hospitals of small towns. They 
must be provided, they said, with special archi- 
tectural conditions, and both types with the nec- 
essary organization required by modern prophy- 
lactic standards. Dr. Carlos Alberto Delgado, 
delegate of Ecuador, brought forward interesting 
items in the struggle against typhoid fever, and, 
by proposal of the Argentine delegate, Dr. Guil- 
lermo Basombrio, resolutions on the attendance 
of the leprous were passed, as this disease still 
exists among some of the Latin American na- 
tions. 


Dr. Isauro Torres, director of the St. Louis 
Hospital of Santiago, and Dr. Gustavo C. Fricke, 
director of the Hospital Viia del Mar, analyzed 
“Hospital Management and Organization,” speak- 
ing about its different aspects and referring to 
the history of hospital management, training of 
the staff, functions of the director, and hospital 
management in general. The competence of the 
two lecturers, who discussed their papers in an 
exhaustive manner, met with the sincere applause 








of the assembly, to which the necessity of an 
adequate training of doctors, who had to deal 
both with economical and with social problems, 
was emphasized, a task not yet sufficiently con- 
sidered in our university training. Special stress 
was laid upon the necessity of the personal atti- 
tude of the director, which must be the result of 
a thorough training and of his views on modern 
medicine, and who must possess a specially de- 
fined character to make him fitted for his task. 


The co-lecture held by Dr. Julio Lorenzo y Deal 
from Montevideo made it clear that in the lec- 
turer’s country, as generally all over Latin-Amer- 
ica, the unavoidable necessity of a medical man- 
agement is felt, and the observations made by 
the Congress members showed clearly the advan- 
tages of the experiences we have gained in Chile 
during several years. 


Hospital Planning and Construction 


Sefior Clodomiro Valdivia, chief architect of 
the executive board of the Hospital Department, 
presented plans of constructions, from which the 
efforts made among us in this respect could be 
appreciated, and which allowed the members to 
form an idea on the program projected by our 
government and the hospital authorities in order 
to provide the country with the necessary number 
of adequately equipped buildings. 


Sefor Fernando Devilat, of the same depart- 
ment, spoke on “The Most Adequate Type of Con- 
struction for a General Hospital,” referring to 
the debated and already solved problem of the 
hospital pavilion or center hospital. His re- 
marks, as well as those made by Sr. Carlos Sur- 
raco, official delegate of Uruguay and architect 
of the Health Ministry of that nation, show the 
advantages of the modern orientation towards 
constructions of the mono-block type, which fa- 
cilitates the concentration of the services. 


The Modern Hospital as a Health Center 


A problem which may be considered of central 
importance within the themes treated during the 
convention, was that of Dr. Enrique Laval M., 
chief of the Medical Department of the Hospital 
Service, and of Dr. Waldemar Coutts, chief of 
the Department for Social Hygiene, who spoke 
on “The Modern Hospital’ and the task which it 
has to fulfill as a “health center.” 


The historical sketch, which showed the evo- 
lution from the hospital-asylum with shut doors, 
up to the modern institute with its tendency to 
broaden its sphere of action into the surrounding 
world, rather to seek the healthy ones before get- 
ting ill than to shelter the incurable patient, was 
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a masterly exposition of the two speakers. Going 
out from this fundamental aspect, they developed 
in a brilliant manner the task corresponding to 
the hospital as a cog-wheel within social and pre- 
ventive medicine. 


We may say that the realistic panorama which 
was laid out by all papers, on what hospital or- 
ganization has to be today, of the spirit of those 
working in it, and what contact the hospital has 
to keep up with society, formed a working pro- 
gram that, if being carried out by all the nations 
adherent to the convention, will very soon enable 
Latin America to match in merits with the Eu- 
ropean, and North American hospitals. 


Insurance Funds and Hospitals 


Of great interest were the meetings held by 
the Insurance Fund, which occupied a whole day. 
The chief physician in charge of the Insurance 
Fund, Dr. Arturo Lois, had an interesting paper 
about “The Relations Between the Insurance 
Fund and the Hospitals,” stating that an intimate 
cooperation between the two institutions will not 
only prove beneficial to the hospitals, but espe- 
cially to the patients attending them. A proof 
of the modern hospital service, as practiced by 
the Insurance Fund, was the message delivered 
by Dr. Raul Ortega, chief of the Maternity and 
Children’s Department, who dealt with the sub- 
ject, which is of such vital importance for us, 
with copious material. 


It would take too long to give the list of free 
papers presented at the Congress. We want, 
however, to enumerate the valuable contribution 
of the National Insurance Fund of Pert, ren- 
dered by Dr. Luis Angel Ugarte and his collab- 
orators, who informed us about the orientation in 
general and in detail, followed by their institu- 
tion. 


Nutrition 


The various contributions of the National In- 
stitute of Nutrition, in charge of Professor Pedro 
Escudero in Buenos Aires, threw light on the 
problems of hospital nutrition under its different 
aspects, both technical and economical, and called 
forth interesting conclusions which were ap- 
proved by the convention. 


The Maternity Home of Montevideo contrib- 
uted interesting observations on the problems of 
the “Preservation of Human Milk at the Hospi- 
tals” and on the “Box System in Infant Nursing,” 
which themes were treated with all elaborateness 
by Dr. Julio Lorenzo y Deal, director of the above 
mentioned home. We have to mention, besides, 
the conferences of Dr. Eduardo Kruger on 
Physiotherapy, of Laura Vergara on “The Social 
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Worker’s Part in the Hospital,” and quite espe- 
cially that delivered by Dr. Arturo Vivado on 
“Psychiatric Attendance in Chile,” seconded by 
Dr. Isidro Mas de Ayala, director of the Asylum 
in Montevideo, whose program earned the special 
recommendation at the conclusion of the day. 


Hospital Legislation in Latin America 


The historical contribution was made in an ex- 
cellent manner by Sr. Fernando Saez, of the Law 
Seminary of Santiago, Chile, who presented an 
exact investigation on hospital legislation in Chile 
and Latin American countries, which is a further 
contribution and sequel of the work accomplished 
so far by previous scientists. 


After the ending of the activities of the con- 
vention the final meeting presided over by Dr. 
Javier Castro Oliveira and the foreign delegates 
was celebrated with numerous attendance in the 
Salén de Honor of the University of Chile. The 
conclusions drawn up by the respective commit- 
tees at the end of the different conferences were 
read, as well as the resolutions passed, and the 
discussions which had arisen on the different 
themes. The analysis of these items would pre- 
sent a brilliant program for hospital action, the 
realization of which would signify a historical 
moment in the development of hospital science in 
our continent. All resolutions met with a hearty 
approval, as also one that fixed the place of the 
next convention in Bogota. The Colombian dele- 
gate expressed his thanks for the designation and 
invited the members with some hearty words to 
assist at its celebration in 1943. 


As representative of the Foreign Delegations, 
Dr. Carlos Diaz del Ciervo, of the Venezuelan 
Government, gave thanks for the warm recep- 
tion bestowed on them and asked for special ap- 
plause for the Chilean Government and for the 
organizers of the Convention. The meeting was 
closed by the Organizing Committee, with an elo- 
quent and brilliant speech delivered by Dr. Isauro 
Torres. 


The program of festivities developed in all har- 
mony and contributed to a great extent to fasten 
the ties of friendship between the foreign and 
Chilean, doctors, and we wish to mention the very 
kind receptions given to the members in Valpa- 
raiso by the Executive Committee of that Zone 
and in Vifia del Mar by its Mayor, Dr. Eduardo 
Grove, at the respective visits, as well as the 
hearty welcome in Valdivia through the Inten- 
dente, Sr. Edmund Novoa Silva, the Mayor Sr. 
Bustos and the hospital authorities. 


The same attentions were received in Santiago, 
where the convention members visited the Sana- 
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tory “El Peral,” the Health Center of Puente 
Alto, the Insurance Fund, the Laboratorio 
“Chile,” the Orthopedic Institute and several 
more institutes, where the foreign. visitors could 
appreciate the progress achieved in our hospital 
services and at the same time the cordial wel- 
come in our country. 


The Congress ended with a tour to Valdivia, 
where the opening of the District Hospital took 
place, which, together with the T. B. C. Hospital 
in Valparaiso, also opened in the course of the 
convention, are the most modern hospitals in the 
country. 


From Valdivia the tour went to Puerto Varas, 
and after the visitors had seen the town and en- 
joyed the comfort of the Tourists’ Hotel and the 
State Railway Service, they continued by boat, 
crossing the Lake Llanquihue and the “Todos Los 
Santos,” via Ensenada and Petrohue, and ar- 
rived on the sixteenth in Peulla, where they took 
a two days’ rest, with a special trip to Casa 
Pangue, from where they could admire the Vol- 
cano Tronador. 


On the way back, after crossing the Lake 
“Todos los Santos,” the party went from Ense- 
nada to Osorno in a special Pullman Bus, which 
enabled them to enjoy, during this ride, the north 
side of Lake Llanquihue. 


On setting out for the long journey to Santiago 
then, on the nineteenth, the whole party had a 
chance to make acquaintances in the short space 
of five days though, but favored by splendid 
weather with the gorgeous beauty of the Chilean 
Lake District and with the unforgettable scenery 
that the voleanoes Osorno, Tronador, Puntiagudo, 
Techado and Calbuco, with their snowy summits 
under a blue sky, offer the traveler. 


Second Congress to Be Held in Bogota 


The total of activities accomplished during the 
meetings have efficaciously insured the Latin 
American cooperation with regard to modern hos- 
pital problems, and if we pause a moment on the 
road of progress to look back on the achievements 
which are noticeable in all countries, we get a 
glimpse of the new paths which already safe- 
guard the interest with which the countries of 
our continent will frequent the Second Congress 
in Bogota. 


The encouraging words sent by the American 
Hospital Association show the loving interest 
with which our good North American. friends ac- 
company the South American Hospital problems, 
and the friendly relations that will naturally de- 
velop from this first meeting between the coun- 
tries concerned, guarantees a brilliant future in 
the hospital field to our continent. 
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Building Good Will 


BENJAMIN W. BLACK, M.D. 


of ill will expressed toward hospitals and the 

people who make up their personnel. These 
manifestations are largely the result of old tradi- 
tion, selfish indulgence of hatreds, and convictions, 
reached from insufficient evidence, or by some- 
what shaky logic. With many individuals some 
small incident, remote or recent occurring in a 
hospital good or bad, some prejudices probably 
dating back to childhood or before our generation, 
are still the cause of ill will so often met. It is still 
extremely difficult even for the more enlightened 
to accept, in the abstract, the modern principles 
of hospital and medical care. There still remain 
perfectly well balanced intelligent people who are 
disciples of the Babylonian principle of medical 
practice. This principle is extensively practiced 
on the porches of the summer hotels and over the 
back fences. 


Terie is at all times an. unnecessary amount 


This ancient Babylonian system of medical prac- 
tice and hospital care required that the sick person 
be brought to the market place so that he could 
confer with those who passed by concerning his 
disease. When the passerby believed that he had 
been similarly afflicted, he advised the sick patient 
to have recourse to the treatment, marvelous in 
his own cure, or which saved him from similar 
serious complications. People were not allowed 
to pass by the sick person in silence, but inquiry 
had to be made of the nature of the distemper. 
Much of this survives even today and misunder- 
standings and prejudices remain to be overcome. 


Good Will as a Practical Force 


Good will is the mightiest practical force in the 
universe. It is closely linked up with personal 
friendship and fellowship. A great many people 
are talking about “good will” in our hospital world 
but very few are doing much about it and those 
who are, are doing too little for its cultivation. The 
term “hospital” originally meant a place of refuge 
and had a meaning similar to the term “hospital- 
ity”; the former term was applied to all types of 
institutions of refuge, those that gave immediate 
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temporary care for the sick as well as those that 
housed the paupers and the insane. Much more 
recently has come our present conception of the 
term “hospital,” but the origin of the word as 
coming from “hospitality” has been lost. Misap- 
prehensions and false beliefs are still prevalent, 
particularly among the older people, or the igno- 
rant, or those of foreign birth or extraction. It 
remains a place of horror, mysticism, unfeeling 
efficiency and without human tenderness. To 
many, there is still the spirit of the black bottle 
and all its implications. Hospital care is judged 
by many with being needlessly expensive, often 
inefficient, and without the human touch. Very 
little if any attempt is made during the stay of 
the patient to allay these misapprehensions. 


Influence of Medical Science on Human Habits 


Modern medical science has entirely altered our 
ways of thinking and living. It has produced a 
revolution in human habits, more profound and 
more widespread than any other similar set of 
changesthathaveever occurred. Our medical revo- 
lution, amazing as it sounds, has taken place with- 
in the few years just gone;: it is so new that it 
has come about during the lifetime of men now 
living. Today, a small boy or girl in the public 
schools is likely to know more about the treatment 
of wounds and the transfer of infections than did 
the great Ambroise Paré, or the most enlightened 
surgeon of sixty-five years ago. This revolution 
is not completed nor is it a real source of wonder 
that the public remains ignorant and unfamiliar 
with these great changes when they occur so rap- 
idly and affect as they do the entire care and treat- 
ment of disease. 


These revolutionary changes in manner of medi- 
cal care have had their mighty effect on the 
hospitals. It was but thirty years ago when the 
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first conception of modern standard methods, with 
standard equipment was first advocated for hos- 
pitals where good surgery was to be done. Major 
operations could be performed in hospitals with 
safety, but no such confidence could be placed in 
the hospital service offered in medical and mater- 
nity cases. We are still in a stage of transition rel- 
ative to the acceptance of the many services 
offered in hospitals. Many fully accept the surgi- 
cal aspects of hospital service, but prefer still to 
keep cases suffering with other conditions at home. 


Emotionalism Versus Calm Efficiency 


Many of our activities and our dealings with 
problems involving sick persons are expensive and 
appear to the average patient as inefficient if 
judged by business standards. Incidents do occur 
that justify the conclusion that hospital personnel 
are inhuman because they fail to become emotional 
in the presence of great tragedy. Ways must be 
found to explain and interpret to those most con- 
cerned, that the best medical care is not supplied 
under emotional urge but with calm efficiency, not 
easily acquired. The hospitals are said to be con- 
centrated spots of gossip, often malicious, con- 
cerning the patients and the staff, by employees 
who have nothing to do but stand about and visit. 


Even today, the average patient or his family 
can, have little respect or knowledge of the vast 
amount of skill and proficient professional quali- 
fications necessary for the care of the sick. He 
does not know the years of study and research 
that have supplied the qualifications of the visit- 
ing staff; he does not know the educational quali- 
fications of the resident staff, nor the fine technical 
training of every nurse as well as the other tech- 
nical personnel with whom he has come in con- 
tact. He has no adequate appreciation for the 
hospital plant nor its cost; nor the amount of 
effort that has been. put into its planning and con- 
struction. He is not aware of the priceless equip- 
ment available at a moment’s notice to aid in the 
diagnosis and treatment of even a routine case, 
nor has he any idea of the dollar or professional 
values invested. To correct these evils, overcome 
ignorance and establish understanding are worth- 
while objectives. 


Developing Positive Interest Through Hospital 
Personnel 


The personnel, particularly those far removed 
from the executive office, through ignorance, help 
preserve and perpetuate numerous traditional un- 
truths. Changes in attitudes for interpretation 
and for understanding are of vast importance in 
any program designed to develop good will. A 
Safe point of departure is with the organization 
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itself; analyze the daily philosophy and the man- 
ner of thinking of the personnel; their hatreds, 
convictions, and loyalties to medicine and to hos- 
pitals. Many of them may be thinking in terms 
of profits and personal gain as more important 
than services rendered, with little concern as to 
methods required for the best care of the patient. 
All equipment is expensive and when necessary to 
replace, it requires money, and it remains a stub- 
born fact that the hospital must close unless the 
money is available to pay salaries, to pay for food 
and laundry, and to replace or add to valuable 
equipment. Vast funds are always needed to keep 
the hospital modern and up-to-date and ready to 
supply the service demanded. This information 
may be capitalized into the development of an 
increasing amount of positive interest in the hos- 
pital, with each employee concerned with the ideal 
of service but with performance gauged to econ- 
omy and efficiency. 


Values of Careful Training of Hospital Employees 


Employees may be prone to affect a cynical atti- 
tude in contacts with patients. The inflection of 
the voice, the curl of the lip, the mirthless smile 
are oftentimes most damaging to the hospital; a 
cynical attitude warps the personality and breeds 
cynicism. There should be a well defined routine 
to introduce new methods, equipment, and proce- 
dures and under controlled conditions incorporate 
them in the hospital techniques when. the test of 
scientific use and needs are met. Guard against 
becoming so routine that your work becomes me- 
chanical; real interest in the patient’s welfare 
remains a constant challenge. Careful training 
of our own. employees constitutes an undeveloped 
field of advertising with a value not fully 
appreciated. 


Prodigal spending even for introduction of new 
methods of treatment may not always be in the 
interest of better care for the patient and will 
often result in unbalanced budgets. To spend reck- 
lessly will create lack of confidence on the part 
of those who are aware that better business 
methods might have made a better financial 
outlook. 


It is quite possible for one to visit a hospital 
and by walking through the halls be able to tell 
that things are not right in the institution; im- 
pressions not beneficial to the hospital itself are 
radiated by personnel and even by the administra- 
tor himself. This may be due to a cynical attitude, 
lack of dignity and kindness, or a show of indiffer- 
ence. Sometimes, there is an intangible quality 
about a hospital administrator which suggests 
subserviency to his board; that he fears lack of 
permanency; that he has no opinion of his own 
that he dares to substantiate. This type of attitude 
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does not lead to efficiency in office nor to the de- 
velopment of good will among his employees. He 
may justly hate inefficiency and waste, but to 
make corrections he must know exactly how to 
proceed in order that there might be developed 
among all his associates similar desires to replace 
inefficiency with efficiency and waste with savings. 


The Employees Influence on Hospital Prestige 


Every hospital employee, whether in contact 
with the general public or whose duties bring him 
in touch with only the patients for whom he 
serves, or with his fellow employees, has placed 
in. his hands some control over the prestige of the 
hospital. This is not only true of the nurse, the 
telephone operator, and the cashier, but the eleva- 
tor operator, dietitians, housekeepers and even 
the laundry and kitchen employees, for they dis- 
cuss the hospital, its policies, the manner in which 
patients are treated and the relationship of the 
administration to their own particular problems. 
In neighborhoods where such employees live, the 
common talk of the hospital corridors is heard 
and the stories of grim tragedy are told with 
little lost in the telling. The wise administrator 
will allow no opportunity to pass without some 
plan of positive education among such employee 
groups to develop a better regard for the hospital, 
and to build a better community interest. Every 
employee should have at least certain minimum, 
accurate, and significant information about the 
hospital. Stress should be placed in such discus- 
sion upon the psychology of patients, their easy 
susceptibility to impressions and the likelihood of 
their getting erroneous ideas when they become 
limited observers of technical procedures. 


The Hospital’s Duty Toward Their Patients 


Recently a man entered a large eastern hospital 
for an operation and his poise was given. a body 
blow when the admitting clerk said, “Well, you 
certainly are cheerful for a man who is going to 
have a double operation tomorrow.” Goldwater 
has said that the best hospitals today assume a 
duty towards their patients which is more in- 
tensive and more human than the strict interpre- 
tation of the term medical service requires. For 
the patient’s mental state, anxiety, fear, worry, 
depression, loneliness and irritation are objects 
of solicitude apart from the physical condition and 
the pain and discomfort to which they give rise. 
When the public relations program in the interest 
of better community understanding has pro- 
gressed to a point that it should include the com- 
munity and the public, then attention must be 
given to a well defined plan for such accomplish- 
ment. Increased attention to the minor problems 


20 





in. the hospital continues necessary, for no pro- 
gram of good will can be expected to succeed un- 
less the patients receive the best of care and eac!i 
becomes a booster. Oftentimes the intangibles, 
hardly ever spoken of, make such a happy state 
of realization possible. Not only for the service 
itself but to create and hold public sympathy and 
support is such attention increasingly worth 
while. The first requisite then, for developing 
such plan for good public relations, is the con- 
tinued institution of good hospital service; com- 
prehensive and as complete as size and equipment 
and the responsibilities of the hospital may be 
expected to assume. 


There must be an awareness of social responsi- 
bility and provisions for methods of payment that 
make the service available to those who need it. 
The hospital should adapt its service to the 
changes of the times and the public needs, placing 
emphasis where emphasis is needed. In its deal- 
ings with the public, and with any and all persons 
with whom it may be concerned, an institution 
must be entirely open and above suspicion, with no 
secrecy regarding important facts, with honor- 
able methods constantly adhered to in every trans- 
action. The work of the hospital should appeal 
to the interests and emotions of the people, and 
should have an appeal as well to the intelligently 
informed minority on logical and rational grounds. 


Portraying Hospital Ideals by a Good Public 
Relations Program 


The hospital should be competently and intelli- 
gently administered and every dollar spent should 
require and produce a full value of service. A 
welcome to honest criticism, regardless of how 
unintelligent it may be, overcomes a rational re- 
sistance and is better than suppressing it. The 
confidence of the public will be sought by advising 
of the growth of new plans and internal develop- 
ment. Proper publicity can assist in ascertaining 
needs and developing plans for meeting them; the 
study of needs too, at times becomes the best ma- 
terial for publicity. Any public relations program 
should always be in keeping with the ideals of 
the hospital and should be dignified, entirely 
honest, and rigorously scientific. 


Much valuable work can be done by the trus- 
tees, the administrator, and by department heads 
through making addresses before the various 
groups in the community. Some administrators 
are excellent speakers and they are called upon 
frequently to give addresses and members of the 
boards should be happy to have such opportuni- 
ties. If the address is not devoted primarily to 
hospital service, it can always find some legitimate 
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way of bringing in that theme. No administrator 
can avoid realizing the value that can come to 
him and his hospital through active work in civic 
enterprises. His guidance can be especially valu- 
able in connection with councils of social agencies, 
in health and hospital councils, community chest 
work, Red Cross drives and other similar activ- 
ities, all of which give opportunity not only to 
know him well but to know the type of service 
for which his institution stands. It is of impor- 
tance that a recital of the hospital’s story of serv- 
ice, its ambition and attitudes shall be constantly 
told to an interested public through persons inti- 
mately associated with such a program. 


Relations with the Newspapers 


It is highly desirable to obtain and retain news- 
paper support. If it is intelligently and skillfully 
used, it is the most widely distributed medium 
of public information, and it is one of the least 
expensive methods of communicating with the 
public. Material should be prepared in terms 
suited to the amount of time, interest, and intel- 
lect which the recipient will probably give to it. 
This requires selection, interpretation, and a proc- 
ess of simplification without distortion. 


At any time, all mediums of publicity should be 
considered and those utilized which are most ap- 
propriate to the particular idea to be expressed. 
Every hospital should have someone trained and 
skilled in such publicity, not only to prepare ma- 
terial, but to maintain such public contacts and 
to determine the time and use every opportunity 
to present the hospital and its work. Strict hon- 
esty is required to maintain good newspaper con- 
tacts. Every question may not be answered for 
obviously hospital authorities are entrusted with 
confidential information concerning patients that 
cannot be made public. When faced with such a 
situation, it should be stated that the information 
required is privileged and cannot be revealed. Pro- 
motion as well as publicity must be ethical; it 
avoids any form of exaggeration. It should not 
reflect adversely on the institution. It must be 
strictly scientific, honest in expression and be in 
good taste. 


Proper relations with the newspapers require 
an appreciation of the requirements of reporters 
who are entitled to more than ordinary courtesies, 
with special attention to the reporter who is try- 
ing to meet a “dead line.” Such help is always 
appreciated and will be reflected in the handling of 
the news. The majority of reporters are just ordi- 
nary folks, doing their work as best they can. They 
live always in fear of missing the important as- 
pects of the story and even the least assistance 
which permits “the story” to be well told will 
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bring great returns in cooperation to the wise 
administrator. 


Ethical values and publicity in the hospital field 
have gone without definition for a long time. Few 
standards have been promulgated which define 
these expressions and are then so vague that 
actual decisions must be left to the institution. 
It is important to assist the newspaper in making 
use of the material, this requires time and atten- 
tion, but a trained public relations man may in- 
terpret the story and assist in its proper use even 
though he does not write it. To keep the unjust 
or improper story out of the newspapers requires 
skill and perhaps more time and attention than 
to get the proper story published. Sincerity and 
genuineness must be watchwords never to be ig- 
nored and there should be a conscious awareness 
to discern public needs and protect public inter- 
ests. Publicity that builds one institution and 
tears another down is never good and never in 
the public interest and must be avoided. Severe 
competition between institutions is deadly and 
does not help any hospital. Any program of this 
kind should assist the people to take better care 
of their health and receive the maximum value 
from their medical and hospital expenditures. 


The Radio as an Educational Medium 


The radio has many possibilities and potential- 
ities and may be utilized to the best advantage 
as a public educational medium for both children 
and adults. Printing has made us eye-minded but 
the radio again may make us ear-minded. This 
medium has already been used to good advantage 
but several hospitals that have developed regu- 
larly planned radio programs of interest to the 
public are still experimenting as to the type of 
program which seems to bring the best results. 
Any program must be examined from certain hos- 
pital angles, particularly when it deals with spe- 
cific aspects of hospital work or hospital life. The 
presentation must give a true and accurate pic- 
ture of the best current hospital practice. The 
material presented must be honest and sincere, 
not biased; it must arouse in the listener a feel- 
ing of security and confidence of the character 
of work done in the hospitals and at the same 
time give a fair picture of the handicaps from 
which good hospital service may suffer from lack 
of necessary funds. 


Physicians may be asked to participate in radio 
programs and when such participation is desired, 
the script is to be carefully examined in the light 
of the physician’s ethical obligations. It is legiti- 
mate and desirable that topics relating both to 
medical science and public health and welfare 
should be discussed by physicians who can speak 
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with authority on the question at issue. In broad- 
casting, because of its vast range, it is essential 
that the physician who takes part should avoid 
methods which tend to enhance his personal pro- 
fessional advantage. Not only should he observe 
this rule, but he should take care that the an- 
nouncer in introducing him, makes only such com- 
ments as may be necessary to state his medical 
qualifications and appointments. A _ physician 
serving in a public capacity is in a different posi- 
tion, but even he should see to it that it is his 
office rather than he himself that is exalted. 


The use of the radio on a regular schedule in- 
volves substantial responsibilities. Albert Hahn, 
superintendent of the Deaconess Hospital at 
Evansville, Indiana, conducts the Sunshine Hour 
which has been broadcast from the hospital every 
day except Saturday and Sunday, for about fif- 
teen years. The program was started as a morn- 
ing, family religious service, but experience con- 
vineced the sponsors that it would reach a larger 
number of listeners, especially among the aged, 
sick and shut-ins, if given in the afternoon. Sur- 
veys have been made by a competent authority, 
which show that three and a half million persons 
living within two hundred miles of Evansville pro- 
vide at least two hundred thousand listeners daily. 
Letters about the program come to the hospital 
from many places, and as far away as from Mon- 
tana and Texas. Ministers of all denominations 
from surrounding territory take turns in arrang- 
ing and conducting the program which usually 
consists of two or three songs, a prayer, and a 
talk lasting about twelve minutes. Local talent 
as well as modifications of such a program present 
a diversity of interest that continues to attract 
such an audience. The hospital is mentioned on 
these programs merely as_ sponsoring these 
activities. 


Other events may be capitalized to the benefit 
of the hospital world. Exhibits, tastefully placed 
in the hospital where the public may readily see 
them, have been of value. Publications, pam- 
phlets, annual reports, house organs, have all been 
utilized to accomplish these purposes. Special 
days such as Hospital Sunday, Founder’s Day, 
Memorial Services, dedication of plaques, and 
others as they occur, have their place in connec- 
tion with such a program. Of particular atten- 
tion, has been the observance of National Hospital 
Day which has been utilized to great advantage. 


National Hospital Day 


The observance of National Hospital Day has 
increased in interest from year to year since first 
proposed in 1921 by the late Mathew O. Foley. 
The publicity program which proceeds the day 





is becoming more thorough and extensive and 
broadening in its educational opportunities. Thou- 
sands of posters, folders, and announcements have 
been sent to the people in many communities, in- 
dicating its importance. In Cleveland, on Na- 
tional Hospital Day a year or two ago, a total 
of twenty-five thousand people visited the large 
Cleveland Hospital. Each person was given a six 
page folder describing the work of the institution 
and many exhibits were set up. A luncheon was 
prepared with entertainment and much factual 
information was handed to these visitors. 





In California, in sharp contrast in size with this 
large Cleveland Hospital, we have the Paradise 
Valley Sanatorium at National City, a small com- 
munity near the Mexican border, with its hospital 
of 150 beds. It has won several prizes for Hos- 
pital Day observance, for cities of less than fifteen 
thousand. On National Hospital Day the Gov- 
ernor of one of the states of Mexico joined with 
the Governor of California in issuing proclama- 
tions; interest was aroused with widespread par- 
ticipation. The program was broadcast on a Pa- 
cific Coast network of twenty-five stations, reach- 
ing from the Mexican border to British Columbia, 
and between eight and nine thousand persons at- 
tended the ceremonies. Too little time is given 
to these ways of creating good will. Much may 
be done, not yet accomplished, in connection with 
National Hospital Day. 


Summary 


Efficient service, even when coupled with sound 
business practices and fair treatment of em- 
ployees and medical staff is not enough. The days 
are past, if they ever existed, when any institution 
can rely entirely upon occasional conversation, on 
chance personal contacts, to learn all that it should 
know about the needs of its public and to inform 
the public adequately about its services. This is in 
part due to the increasing densities in population, 
as well as the mobility of our people, resulting in 
lack of direction, personal contact, and to the tre- 
mendous increases in the competition for public 
attention. It therefore follows that if the hospital 
would occupy its proper place in the community 
and continue to merit its good will, it must have 
a definite program, carefully conceived and well 
developed in order that the results may be those 
most desired. All potential sources must be util- 
ized in the development of such a program which 
involves benefits and obligations to be built upon 
a well rounded plan for service designed to meet 
the requirement of the public for hospital care. 
Contact people so that their attention may be held 
and confidence gained, and their interest in the 
things that you are doing shall become so impor- 
tant to them that its values shall increase. 
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Hospitals Today—tTheir Portents for Tomorrow 


ABRAHAM OSEROFF 


always been fortunate in the fine leadership 

available for responsible positions in our or- 
ganization. This year has been no exception. The 
chairmen of our various committees and those 
individuals who were given special assignments 
have fulfilled their tasks with zeal and ability. 
Indeed, the results of our year’s work, when care- 
fully analyzed, speak for themselves. Because 
this is so, I have depended upon the committee 
chairmen, our faithful executive secretary, and 
others, in reports already submitted and state- 
ments still to come, to give you an estimate of 
the activities of our Association during the year 
gone by. 


Te Hospital Association of Pennsylvania has 


It is my purpose rather to offer a general, and 
perhaps kaleidoscopic, view of our hospitals today 
with possible implications and portents for the 
immediate tomorrow. 


It is not so long ago that hospitals, where they 
existed at all, were almost medieval in construc- 
tion and equipment and intended primarily, if not 
altogether, for the care of the indigent who had 
no other place to go. They were almshouses and 
pesthouses, where persons went as a last resort— 
to die. These “hospitals” were catch-alls and 
cesspools for derelicts. They were intended, in 
no inconsiderable part, to hide behind their walls 
the degradation of human beings from the sensi- 
tive eyes and nostrils of those more fortunately 
situated. It was out of this soil, however, that 
gradually as time went on the seed of progress 
flowered into modern accomplishment. Labora- 
tories and remedial work were practically non- 
existent, there was little emphasis on scientific 
advance, and no thought of preventive medicine in 
these beginning steps along the road toward the 
modern hospital. Nursing was on a purely utili- 
tarian basis and pedagogically it was in its in- 
fancy. The voluntary institution was a private 
institution in fact as well as in name, controlled 
by a small group of individuals hardly responsible, 
if at all, to the community which it served. 


Address delivered at the Annual Convention of the Hospital 
Association of Pennsylvania. 
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The Panorama of the Modern Hospital 


It is difficult to believe that out of this prim- 
itive picture came—could come—the panorama 
of the modern hospital spread across this nation 
from coast to coast today. It is in our day and 
practically under our eyes that much of this phe- 
nomenal development has taken place. Great 
medical centers were created in Philadelphia, 
Baltimore, Boston, New York and elsewhere. In- 
dividual institutions took great strides adminis- 
tratively and especially scientifically through the 
achievements of the members of their medical 
staffs and scientists in their laboratories. Great 
private clinics marked the progress of the day— 
Mayo’s, Crile’s, and Lahey’s. Emphasis on the 
social sciences prompted a wholly different type 
of program in the hospital dispensary which de- 
veloped in many instances into free and part-pay 
clinics, highly integrated professionally, with 
service to patients on a group clinic basis. It was 
in our day that the vastness of the hospital pic- 
ture in this country became apparent through the 
millions of patients served every year, the many 
thousands of personnel required, the activities of 
the professional groups in medicine and nursing, 
and the huge capital investment involved, running 
into billions of dollars and many millions of an- 
nual maintenance expense. 


It was only natural that organizational develop- 
ment in hospitals as a group was found essential 
for proper functioning of these agencies. We see 
the growing strength and influence of the Ameri- 
can Hospital Association, the development of the 
Catholic and Protestant hospital associations, the 
organization of state hospital associations, hos- 
pital councils and conferences. Other interest- 
ing developments were the activities among the 
three national hospital associations for unified 
representation to the governmental bodies in 


23 





. Washington, the development of close coopera- 
tive links with the professional bodies—the Amer- 
ican Medical Association, the American College of 
Surgeons, and the close cooperation of the Ameri- 
can Hospital Association with these and other or- 
ganizations for the development of specialty 
boards for the determination of professional 
standards in the various specialties in medicine 
and surgery. 


There dawned too the realization of the intric- 
acy of hospital organization and the necessity 
for trained qualified direction. In the wake of 
this thinking special courses for hospital admin- 
istration were developed, notably the one con- 
ducted by the American Hospital Association on 
the campus of the University of Chicago. In vari- 
ous other sections of the country institutes were 
conducted for hospital administrators. The Amer- 
ican College of Hospital Administrators was or- 
ganized and developed a positive program of its 
own for emphasis on high professional qualifica- 
tions of persons engaged in the job of hospital 
administration. 


Great strides ahead were made in improvement 
of mechanized equipment in hospitals. Instru- 
ments were perfected and new appliances devised 
for aid in diagnosis and therapy. Out of all of 
this has come a standard of hospital and profes- 
sional service unequaled anywhere in the history 
of the world. We may well be proud of the achieve- 
ments of our day. 


Financing for Hospital Service 


With the establishment of satisfactory machin- 
ery and adequate personnel for the production of 
safe hospital service, came, as a logical sequence, 
recognition of the needs of the people in terms 
of medical and hospital care and the extent to 
which such needs are met adequately or inade- 
quately across the nation. The exhaustive study 
and voluminous data gathered by the Com- 
mittee on the Costs of Medical Care and other or 
related research which came in the wake of the 
larger work, influenced tremendously thinking in 
this direction. It became apparent that while 
organized medicine had done a great job in rais- 
ing scientific standards and developing the art 
and science of the practice of medicine to a point 
far beyond anything heretofore achieved and that 
while hospitals had provided extraordinary facil- 
ities for the physician, diagnostic and therapeutic, 
as aids to him in his work with the patient, there 
were many who—because of economic restrictions 
—were outside the scope of influence of either 
doctor or hospital. Necessarily, therefore, the 
science of economics in the degree to which it 
surrounds medical practice became absorbed with- 
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in the intense discussions of medical and hospital 
groups. 


Speed of transportation and cemmunication, 
magazines, newspaper and the radio afforded the 
public opportunities to learn of the achievements 
in medicine so that it was not long before growing 
pressures developed out of the mass itself seck- 
ing, indeed at times demanding, that these serv- 
ices, so important in time of need, be made avail- 
able to all on the basis of need—that these privi- 
leges of health and life itself be not limited only 
to those fortunate enough to be able to pay the 
full quota of dollars. 


With continued emphasis on economic phases 
of medical and hospital service and out of the 


great war and resulting economic depressions, 


financing for hospital service and medical service 
became increasingly difficult. Hospital financing, 
it became evident, had become'a wholly different 
task than it was before because of a vastly differ- 
ent tax structure, because of shrinkage of income 
on endowments, because of shrinkage of the 
sources of large private giving. The causes which 
created the financing problem in voluntary hos- 
pitals were as deep as the basic influences guiding 
the change in the general economic structure of 
the nation. 


Between this upper and nether millstone, hos- 
pital managements and trustees and, soon too, or- 
ganized medicine found it advisable—indeed al- 
most peremptory—that cognizance be taken of 
demands for medical and hospital service on a 
wider basis. It is in our day, therefore, that we 
see the development of hospital care insurance on 
a nonprofit basis, and under the leadership and 
guidance of state medical societies and other med- 
ical groups, of medical care insurance on a non- 
profit basis. 


The National Health Program 


In the midst of all those changes came the Na- 
tional Health Program which appeared to aim 
at a theoretically complete system of hospital and 
medical care—a system of near-perfection, not 
only in composite, but in its piecemeal provision 
of so-called adequate facilities in every nook and 
corner of the land—a system intended to provide 
promptly, on first evidence of need, the complete 
complement of institutional and professional care 
in the health field for every one of the 130,000,000 
human beings who constitute the population of 
the country. 


Laudable such an ambition might be, but it was 
impractical because of inaccessibility of the bil- 
lions of dollars which would be required; imprac- 
tical because of useless waste in provision for dis- 
tant, sparsely settled communities which now 
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either do or can, with slight modifications, receive 
adequate care in the larger centers within ready 
reach of practically all, through our excellent 
roads and means of rapid transportation; imprac- 
tical too because the natural limitations of the 
finite mind have heretofore and probably will here- 
after confine us to accomplishment much short of 
the perfect. . 


This program, of course, as you know, has 
shrunk now to a comparatively small project 
which has the approval of the American Hospital 
Association, the American Medical Association, 
and other related bodies. The tendency, however, 
toward further governmental penetration into the 
hospital and health picture has necessarily had its 
impact on thinking in our voluntary hospital 
group. We hope that the Government will con- 
tinue to take into consideration the tremendous 
contribution made by the voluntary hospitals of 
America, the vigor of these institutions today, 
and the potentialities for continued and improved 
accomplishment in the future. 


Such then is progress in the hospital field to 
this day. 
Now, what of tomorrow? 


Hospital Financing 


In the United States at this time more than five 
million persons are covered under nonprofit hos- 
pital care insurance plans. The income to hos- 
pitals through subscriber patients of these plans 
admitted to hospitals is now running beyond $30,- 
000,000 a year. With the increasing spread of 
coverage and increasing income to hospitals out 
of this source will come necessarily the recogni- 
tion of the important place which such income has 
in the financing of our institutions. 


Out of experience already available through the 
operation of some sixty of these plans located in 
areas serving more than two-thirds of the total 
population of the country, it is not far-fetched to 
assume that a large percentage of the people of 
this country can come within the sphere 
of influence of nonprofit voluntary hospital 
care insurance. With low-rate coverage for ward 
service being added in almost all plans, the 
time may not be distant when a very large 
portion of the hospital’s income from pay patients 
will come out of central funds gathered by hos- 
pital service associations. If this is an accurate 
prediction, it will mean a general stabilization of 
this portion of hospital income. 


Concurrent with this development, we may an- 
ticipate emphasis upon scientific analysis of hos- 
pital cost figures so that there will be ultimately 
an accurate determination of adequate premium 
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schedules which will be required to carry such 
costs. 


The fact that the majority of these patients 
will come to the hospitals without sense of eco- 
nomic burden will mean a tremendous asset in 
terms of individual and public good will and will 
undoubtedly act as a powerful leverage for a bet- 
ter understanding of the hospital’s aim and the 
relationship of its program to the health needs 
of a community. 


For provision of necessary hospital service to 
the indigent, there will undoubtedly be contmued 
emphasis on the acceptance of a larger portion 
of this burden by public bodies legally responsi- 
ble for the indigent sick. Local communities, 
states, and the Federal Government will be ex- 
pected to carry their just share of this load. There 
will be a gradual determination of the proper place 
of public or tax funds in the voluntary hospital 
to supplement income from other sources and 
from patients. 


More thought will be given to financing by hos- 
pitals as a group in order to avoid duplication of 
effort and duplication of costs. A rounded pro- 
gram my well include joint purchasing predicated 
upon standardization of equipment and supplies 
used by hospitals and also upon the establishment 
of a businesslike basis for the discounting and 
payment of bills. Out of a proper balance of re- 
sources through public funds, private contribu- 
tions, income from patients, guaranteed income 
through hospital care insurance—out of budget- 
ing ahead against a thorough understanding of 
needs and income, rather than deficit. financing, 
as practiced heretofore—will come an opportunity 
for emphasis by hospital and medical personnel 
on the refinements in hospital and medical care. 
Money raising through private sources will be 
justified on a higher plane in accordance with 
requirements in the various clinical and research 
fields and advance along scientific lines. 


Medical Care Insurance 


Medical care insurance under the control and 
guidance of state and local medical societies will 
very likely have an important influence on the 
hospital situation. This insurance is much less 
factual from the point of view of calculation of 
need and cost than hospital care insurance. It 
will take an experience of five to ten years to give 
us a picture at all accurate in this field. Certain 
it is, however, that with hospital care insurance 
now readily available, when premium schedules 
for medical care insurance are adapted to the 
ability of the mass of the public to pay, there 
will be an incentive for increased hospitalization 
creating a larger load on hospital care insurance 
organizations. 
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Today the doctor acts as a co-insurer with his 
potential patient, especially in the event of seri- 
ous illness. When the doctor’s bill reaches a 
higher amount than his patient can pay, the pa- 
tient’s psychology guides him to the thought that 
the doctor will wait for extended payments or per- 
haps reduce the bill to a figure more acceptable 
to the patient. In this psychology lies the danger 
to medical care insurance programs where the 
premium rates are set too high. Schedules so 
rated will probably not be readily salable to the 
general public. The premium must be low enough 
to counter-balance this psychology which the doc- 
tor himself, traditionally, out of the goodness of 
his heart and as a servant of mankind, is responsi- 
ble for developing. Hospital and medical care 
insurance working in close cooperation are des- 
tined to play a vital part in basic changes of at- 
titudes in the hospitals, as well as the medical 
group, toward functions, type of organization 
needed to direct the services, and in relation to 
the public which is served. 


Because both hospital care and medical care 
insurance are projected on a nonprofit basis, it 
becomes of greatest importance to assure low ac- 
quisition and overhead costs in the conduct of 
these undertakings. Every effort should be made 
by both groups to avoid duplication of machin- 
ery which, in the end, would necessarily mean 
duplication of costs to the subscriber. Hospital 
care insurance organizations are now equipped to 
handle effectively the job of acquisition, actuarial 
work, audit control, billing, and the general rela- 
tions in the servicing of groups. 


It should be kept in mind, however, that im- 
portant as low overhead cost is, the control of 
the nonprofit medical care insurance program 
should be in the hands of the medical profession. 
Determination of claims, the distribution of funds 
to the profession for services rendered by them 
to subscriber patients, the control of standards 
of service, and the ethics involved, can be handled 
properly only by the medical group itself. 


Nursing 


Nursing development is progressing today on 
a wholly different basis than was understood in 
the past. Nursing education is now being placed 
upon a university standard. No longer is the 
student nurse admitted into a school of nursing 
with primary thought of the effect which her 
labor will have on reduction in the nursing cost 
of the hospital. Quite the contrary, the school 
of nursing has become an entity in itself within 
the hospital, occupying much the same place as 
does the medical school in the teaching hospital. 
Nursing schools will stand their ground on the 
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basis of their achievements as educational insti- 
tutions. 


An important influence in the nursing field, 
especially for administrative nursing, will be the 
graduate nurse who is also a graduate of a college 
or university. This raises, of course, an economic 
problem. Patients have not the capacity to pay 
for private-duty nursing on the basis of the newer 
costs, which means necessary increase in hospi- 
tal nursing budgets in order to provide—through 
the general duty staff—more hours of nursing 
than heretofore were required per patient. This 


-raises also a problem in connection with bedside 


nursing. The college or university-trained nurse 
is apt to be less interested and indeed perhaps 
even less competent as a bedside nurse than the 
nurse trained in the old-fashioned way. Does 
this mean, possibly, the ultimate development of 
a new type of nurse for bedside nursing who will 
have less academic training but enough practical 
training to qualify her to render the more general 
services required at the bedside of a patient, leav- 
ing the more adequately trained nurses academi- 
cally for the supervisory and administrative posi- 
tions. 


Summary 


Public attitudes and change in attitude of the 
medical profession itself in its relations to the 
public has meant a necessary acceptance of this 
change by the hospitals which are the work shops 
for the medical profession in their treatment of 
those who are ill. People today through vastly 
increased sources of education, are health-minded 
in a way they never before have been. They are 
aware that science, through its achievements, has 
provided protective forces, which have not yet 
been made fully available to all for raising of 
health standards for men, women, and children, 
and for a reduction of mortality. Hospitals, as 
has the medical profession, therefore, necessarily 
and properly have become more responsive to the 
needs and demands of those whom they serve. 


Voluntary hospitals, even though under private 
auspices and in large part privately financed, will 
recognize that they are public institutions because 
of the type of service they are called upon to 
render. There will necessarily be a closer inter- 
play as between voluntary and public hospitals 
under the National Health Program through a 
shifting of responsibilities, in part at least, for 
the care of the indigent sick; under expansion 
programs in states for the care of long-stay cases 
—mental illness, tuberculosis, venereal disease, 
and others. Newer ideals are dominant in the 
trend toward unity of action as a group in order 
to fulfill the hospital program as an avenue for 
promotion of preventive health work. 
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There is full realization that tact, diplomacy, and 
wisdom in hospital administration and in organ- 
ized medicine will show that facts point to a unity 
of interest as between doctor and hospital and 
not opposing and conflicting interests as imagined 
by some in both groups. The hospital must con- 
tinue to serve the doctor effectively as his center 
for clinical activity and research. 


Even the immediate tomorrow dissolves itself 
into the realm of prophecy. You will take then 


what I have said with whatever reservations you 
feel the utterance should be surrounded. Tomor- 
row, of course, for all of us—even in the West- 
ern Hemisphere—is blanketed under the shadow 
of “Night Over Europe.” What this “night” will 
mean for us here, none of us can know. We can 
only hope for the best. Let us fervently hope 
we are not too severely influenced and that we 
can still look forward to continued progress in our 
chosen endeavors. 





House of Delegates 


The roster for the House of Delegates is rapidly nearing completion. Since the last issue the elec- 
tions of twenty-two additional delegates and twenty-two alternates from sixteen states and provinces 


have been certified. 


The following states will hold and report the election of delegates and alternates within. the next 
four weeks: Minnesota, New York, and Washington. 


The States and Provinces of Delaware, Hawaii, Illinois, Montana, Ontario, Mississippi, North 
Dakota, South Dakota, and Alberta have reported no action as to the election of their members to the 


House of Delegates. 


Members of the House of Delegates Whose Election Was Reported 
Since the May Issue of HOSPITALS 


State Delegate 
Alabama Clyde L. Sibley 


Arkansas 


California F. Stanley Durie 
Mary K. West 


Edgar Blake, Jr 
Rev. J. P. VanHern 


Sister Mary Magdalene... 


Kentucky Lake Johnson, R.N 


Louisiana 
Maryland 


Michigan 
Robert G. Greve 
George O’Hanlon, M.D 
F. Stanley Howe 
Frank C. Gabriel 


Lewis N. Clark 


New Jersey 


New Mexico 


Pennsylvania 


Col. Percy L. Jones, M.D 


Alma M. Troxell 


Puerto Rico Félix Lamela 
West Virginia 


Wisconsin 


Merrell L. Stout, M.D..... 
Donald M. Morrill, M.D... 


R. C. Buerki, M.D........ 


Alternate 
Miss Claude Sims 


Regina H. Kaplan 


George U. Wood 
Ritz E. Heerman 
Gladys Brandt, R.N. 


Paul Hansen 


i siaeereeel T. P. Sharpnack 


Edward J. Murray, M.D. 


Miss Graham Price 


ek wees Harvey H. Weise 
a a ee Mary E. Skeoch, R.N. 


Willard L. Quennell, M.D. 

O. N. Auer 

Florence Burns 

Mrs. Bertha O. Parish, R.N. 


H. S. Mehring 
R. F. Hosford 
Esther J. Tinsley 
Robert G. Boyd 


Mrs. Grace M. Short, R.N. 


pneacane eee Rev. Herm. L. Fritschel 


CANADA 


Saskatchewan 
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with tax-supported activities in the medical 

field, one must speak of some things that are, 
and more perhaps of things that should be. The 
author hopes that his past experience in admin- 
istering both public and voluntary hospitals, may 
have given him enough insight into the problems 
of each, to enable him to make a few sound sug- 
gestions for their better correlation and integra- 
tion. 


I’ DISCUSSING the correlation of voluntary 


In our American scene there is need and place 
for both of these methods of financing the care 
of sick folks. I should like to emphasize that 
there should be no basic differences in the aims 
of the two groups, and that the only really essen- 
tial difference is in their sources of support. 


Historical Significance of the Voluntary 
Hospital System 


Historically, our hospital system, as well as our 
other efforts in social welfare, is based upon the 
voluntary plan, which means, simply, that it was 
our traditional custom to aid the unfortunate 
through private giving rather than through pa- 
ternalistic governmental sources. The plan is, 
largely, a heritage from our British forebears. 
In Britain, until quite recent years, voluntary 
giving supported almost all of the charitable hos- 
pitals, and the individual’s responsibility for, and 
joy in, giving of his substance to help the needy 
was never questioned. In earlier days, hospitals 
were limited in what they could accomplish for the 
sick, public health work was mainly a matter of 
public sanitation and our general armamentarium 
against disease and other forms of wretchedness 
was not comparable with healing gifts with which 
the march of science has blessed the present day. 


Combining the Forces of Philanthropy 
and Government 


It was easy for private charity to finance the 
earlier self-limiting program, but today we are 





Presented at Tri-State Hospital Assembly, Chicago. 





28 


Integration of Voluntary and Governmental 


Efforts in Care of the Sick 


CLAUDE W. MUNGER, M.D. 





The Author 
@ Dr. Claude W. Munger is the Director 
of St. Luke’s Hospital, New York City, and 
Chairman of the Council on Government 
Relations of the American Hospital Asso- 
ciation. 








able to do so many more helpful things for people 
that even the combined forces of philanthropy 
and Government cannot bring to the people all 
of the blessings which potentially exist. 


Nowadays we hear much about the “drying 
up” of private giving. While the depression 
years brought a clear and definite reduction in 
charitable gifts of individuals, statistics in the 
present more nearly normal times fail to sub- 
stantiate the idea. In certain welfare fields and 
in certain areas an actual increase in gifts has 
been shown. The voluntary hospitals are receiv- 
ing much less than they need but their needs, it 
must be admitted, are very much greater than 
formerly. Our problem, then, is not due to our 
inability to finance needs as known in days gone 
by but is rather one of the ever-increasing volume 
of the things which we could do for people, if we 
could get the money. 


Quite naturally, governmental sources have 
been called upon to aid in the care of the sick. 
Governmental participation is undoubtedly here 
to stay. Any marked withdrawal of Govern- 
ment’s support would be a public calamity and, 
despite any wishful thinking on our part about 
the happy situation in which neighbor was able 
to help neighbor, whatever his need, let us agree 
to the necessity for both systems. 





Voluntary Gifts versus Public Taxation 


On the other hand, this observer is willing to 


quarrel with those who would hand over social 
welfare activity, lock, stock and barrel, to the 
public authorities. That, too, would be calami- 
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tous. As a purely practical matter, much more 
can be collected from some people as voluntary 
gifts than could ever be produced through com- 
pulsory taxation. Vastly more important would 
be that loss of individual interest in the prob- 
lems of humanity which is engendered by volun- 
tary giving. Again, voluntary charitable efforts 
have always set the high standards and have cut 
the patterns which public charitable efforts have 
striven to follow. The very freedom with which 
private funds may be administered, in compari- 
son to the legally-safeguarded tax collections, 
makes for that intelligent experimentation. with 
new methods, that freedom to meet the unusual 
situation, without which our work for the under- 
privileged would languish indeed. 


The Permanency of Our System of 
Medical Practice 


We have to think also about the system of 
medical practice which has so successfully served 
the people of our country throughout its history. 
It has been a system whereby the individual phy- 
sician was a free agent excepting for his respon- 
sibility to his individual patients and it has meant 
also free choice of physician and, to a great ex- 
tent, personal physician-patient relationship. We 
have been hearing for a number of years about 
the great bugaboo “State Medicine.” Blood pres- 


sures have risen over this subject not only in the 
field of organized medicine but in many other 
places. 


We are not asked for prophecy but your author 
begs leave to indulge in that delectable pastime 
for just a moment. The extent to which so-called 
“State Medicine” develops (which means the ex- 
tent of Government participation in the control 
of medical and hospital care) will, of course, have 
definite bearing upon. our future problems, and 
that there will be problems we may rest assured. 
However, if we are able to resuscitate and stimu- 
late private philanthropy, we need have little con- 
cern about any fundamental changes in our plan 
for medical practice. It is inevitable that a few 
of the elements of so-called “State Medicine” will 
doubtless enter the picture, but I believe that pri- 
vate medical practice, much as we know it today, 
will continue to dominate the scene. I venture 
to express the hope that when the medical profes- 
sion has finally won its fight against state control 
it will be in a less jumpy state of mind. Then, 
the doctors through regained self-confidence 
ought to be less suspicious of and a little more 
cooperative. with those who wish to study the 
health needs of the under-privileged. The furor 
of recent years has been such that one has had 
either to agree with organized medicine on every 
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point, or find himself branded a dangerous reac- 
tionary. How fine it will be when we can again 
consider problems of medical care, with the sick 
patient uppermost in our thoughts. It will like- 
wise be heartening if one may dare to point out 
the needs of the sick and possible ways of meet- 
ing them, without finding himself in organized 
medicine’s “dog house.” 


Helping the Middle Economic Grade Finance 
Their Bills for Medical Care 


The formation, through medical societies and 
other recognized medical groups, of insurance 
schemes whereby persons of the middle economic 
grade can finance their doctors’ bills, seems to 
indicate recognition, by large segments of the 
medical profession, of insurance as a means of 
maintaining their own incomes and of retaining a 
considerable semblance of their traditional plan 
for practicing medicine. This writer hopes for 
the success of these plans and hopes, too, that 
beyond regulation by reasonable laws, the plans 
may be kept free of Government financing or 
domination. The phenomenal growth of the sim- 
ilar group payment plans for hospital care is be- 
lieved to have influenced the doctors in their de- 
cision to start insurance schemes of their own. 
There is no doubt that group hospitalization, 
where it has had time to develop, has been a po- 
tent factor in preserving the voluntary hospital 
scheme. 


Avoiding Governmental Domination of Medical 
and Hospital Care 


You may wonder why the foregoing is thought 
pertinent to our consideration. of the integration 
of voluntary and governmental efforts in the care 
of the sick. The individual’s support of his own 
care in illness is the one important factor in 
avoiding governmental domination of medical and 
hospital practice and of keeping a reasonable bal- 
ance between voluntary and tax-supported beds. 


One result of our system of partisan politics, 
is the American custom to berate and to doubt 
the honesty of anything and everything which 
the Government attemnts to do. As a result, our 
public hospitals are sometimes attacked in the 
press. The tendency is to look upon them with 
a modicum of doubt and suspicion. Citizens 
should realize that it is not only possible to have 
excellent hospital care under public tax-supported 
auspices, but that many such units exist and are 
a strong bulwark to our public health. Members 
of groups such as this one, which includes so 
many voluntary workers in the hospital cause, 
should realize this and, if they really find their 
own public hospital to have serious shortcomings, 
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should realize that public hospital set-ups do exist 
where quality of work and honesty of adminis- 
tration equal the best in the voluntary system. 
Thus, they need not despair of bringing order 
out of chaos, if chaos they do find. A resolute 
constituency can see to it that Government funds 
spent for the care of the sick are expended hu- 
manely, wisely and honestly. 


Examples of Good Governmental 
Hospital Systems 


It seems wise, in giving examples of good pub- 
lic hospitals, to cite some at a distance from the 
present scene. This speaker has not known the 
public hospital situation in Chicago for a number 
of years. He has vivid recollections of the old 
Cook County Hospital from medical student days 
twenty-five years past, and fervently hopes that 
the citizens of Chicago have improved that par- 
ticular situation in the meantime. However, he 
can cite, and with pleasure, the wonderful ac- 


complishment and general improvement which’ 


have occurred during the past seven years in the 
great Department of Hospitals of the City of 
New York under the gifted administration of Dr. 
S. S. Goldwater. He would call your attention, 
with apologies, to the public hospital system of 
Westchester County, New York, and would then 
jump your thoughts to the Pacific Coast and the 
Alameda County, California, Health and Hospital 
Plan which, for twenty years, has been. an out- 
standing example of what an informed and in- 
terested constituency can do for the sick with 
public money. These examples are perhaps not 
typical but there are many more which merit 
equal or nearly equal recognition. 


Importance of Close Integration of Government 
and Voluntary Hospital Effort 


I hope I have made clear my belief that there 
is need of both the voluntary and the tax-sup- 
ported hospital, that their aims are not essen- 
tially different, and that, in either type, good hos- 
pital care is distinctly possible. If you will grant 
that these things are true, you will be ready to 
recognize the importance of close integration of 
these two branches of care for the sick. It is 
important that each branch have a clear recogni- 
tion of its objectives and that, especially where 
voluntary and Government institutions serve the 
same community, that their objectives be thor- 
oughly correlated and the responsibility to the 
public be wisely apportioned. To give the best 
possible coverage of the problems which exist, 
the voluntary as well as the tax-supported hos- 
pital must approach its task from a purely com- 
munal viewpoint. There must be a broad under- 
standing of the public needs and a willingness 
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to meet those needs insofar as may be. Almost 
all of our important hospital centers have de- 
veloped hospital councils or analogous organiza- 
tions, composed of representatives of the public 
and of the professions concerned, and whose func- 
tion is to plan wisely and in long-range for the 
community’s hospital coverage. The majority of 
existing hospital councils are making valuable 
contributions to their communities. More com- 
munities should have hospital councils; some such 
set-up ought to be actively working wherever 
more than, one agency is concerned with the care 
of the sick. There has been some hesitancy upon 
the part of some public officials to participate 
actively in hospital council deliberations. This is 
an erroneous attitude and should not be tolerated 
in any community. From the basis of expense 
alone, Government cannot afford to withhold co- 
operation with rational planning for the care of 
all of the community’s sick. 


In some localities, one finds the public hospital 
and the voluntary hospitals on opposite side of 
a very high fence with little or no professional 
or administrative intercourse. This is likely to 
have resulted from an attitude whereby the vol- 
untary hospitals looked upon the public hospital 
as a low standard, politically corrupt activity 
which they refused to recognize. Such an atti- 
tude by the voluntary hospitals is both unwise 
and untenable and, in most parts of the country, 
is not now, if it was ever, justified. It is in such 
situations that an aggressive hospital council may 
need to use more than merely persuasive meth- 
ods to force the necessary integration and corre- 
lation of the efforts of the two groups. 


In some communities, there has been conten- 
tion between the voluntary and public hospitals, 
because of the acceptance by the public hospitals 
of patients well able to pay their own way. This 
is seldom a simple problem but, generally speak- 
ing, public hospitals should leave the care of per- 
sons able to pay their own way, to the voluntary 
hospitals, provided the latter can offer the par- 
ticular type of care which the patient needs. For 
contagion, psychiatry, and tuberculosis, the public 
hospital is often the only recourse. In such in- 
stances the acceptance of pay patients in the pub- 
lic institution is fully justified. Governmental 
units should be just as anxious to avoid giving un- 
necessary free service as they should be to offer 
every possible help to the indigent sick. 


Progression of Hospital Facilities 
in the Community 


The usual progression in a growing community 
is for it to establish, first, a voluntary hospital. 
The community grows and the number of patients 
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which must be hospitalized at community expense 
increases. During this period, public charge pa- 
tients receive care in the voluntary hospital. 
Sometimes the voluntary hospital is reimbursed 
by the municipality for the care of these patients, 
but more often the work is done without aid from 
tax monies. Finally, the time comes when not 
enough beds are available for the public patients 
and the governmental unit sets about to consider 
the establishment of a public hospital. 


It is at this point where several possible courses 
of action present themselves. The governmental 
unit may consider the question of subsidizing the 
voluntary hospital in a building program so that 
it may be able to accommodate the public charge 
patients. Or, it may consider the advisability of 
offering the voluntary hospital a per diem rate 
of pay for public charges which will enable the 
voluntary hospital to provide more facilities to 
meet the public need. The third possibility is 
consideration of the establishment of a public 
hospital. This latter course is usually the one 
which will meet with the most favor in political 
circles although, by no means always, is it the 
wisest course to follow. 


There are instances on record where munici- 
palities have spent large sums to construct public 
hospitals and, after establishing them, have found 
that the interest on the investment and the oper- 
ating costs of the completed hospital add up to a 
sum in excess of what it would have cost to aid 
the local voluntary hospital to take on the public 
burden. It might be added, also, that in many 
instances the grade of care attained in the public 
hospital has been of lower standard than. that of 
the voluntary hospital. One cannot emphasize 
too much the importance of utilizing good volun- 
tary facilities to their utmost, before considering 
the establishment of separate public hospitals. 


In large centers of population, the public hos- 
pital is usually a clear and definite necessity and, 
from the taxpayer’s viewpoint, is a better plan 
for caring for the indigent sick. All will admit 
the right of Government to arrange this care as 
inexpensively as is possible for it to be done, and 
still be done well. 


Inconsistencies in the Community’s 
Hospital Problems 


Inconsistencies are bound to crop up in a com- 
munity’s handling of its hospital problems. In 
the City of New York, although the Department 
of Hospitals has about 26 hospitals and about 
18,000 beds, it is still seriously lacking in space 
to accommodate its indigent sick. The city has 
avoided the construction of large extensions to 
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its own hospital facilities by boarding out public 
charge patients in the wards of the voluntary 
hospitals. However, the city has proved unable, 
or at any rate unwilling, to reimburse the volun- 
tary hospitals adequately for boarding its pa- 
tients. The highest daily rate paid by the city 
to the voluntary hospitals is $3.00, although the 
city’s operating cost, plus interest on investment, 
brings the cost of care in the city hospitals them- 
selves into the neighborhood of $5.00 per day. 
As might be expected, this situation is under 
protest from the voluntary hospitals, thus far 
without success in increasing the rate. If the 
voluntary hospitals should decide to refuse to ac- 
cept public charge patients, the city would be 
forced to expend a much larger amount in pro- 
viding its own facilities. It is this type of in- 
justice toward the voluntary hospital with which 
hospital councils or similar citizens’ groups can 
deal effectively, if they will. 


It is wasteful folly for Government unneces- 
sarily to duplicate facilities already existing in 
the voluntary hospitals, merely for the sake of 
holding complete control of the hospitalization of 
public charges. Instances of the sort are on 
record. 


Cooperation of Hospitals With the Public 
Health Program 


The cooperation, by both voluntary and munici- 
pal hospitals, with the public health program of 
the community concerned, is of obvious impor- 
tance. Public hospitals and public health depart- 
ments, both being governmental units, are a 
little more likely to cooperate understandingly 
than is the case between. voluntary hospitals and 
public health. Here again, a hospital planring 
body or council can render a public service by 
reminding the voluntary hospital that it is merely 
an integral part of an effort for community 
health, that it should lend every possible aid, 
through its out-patient department, its wards, 
and its facilities generally, to communal public 
health objectives. 


Risks the Voluntary Hospital Assumes 


Before closing, I want to say a little about the 
risks which are incurred by the voluntary hos- 
pital when it accepts payment from Government 
for the care of public charges. In times past, 
the term “public charge” was rarely heard in 
voluntary hospitals. Payments were merely classi- 
fied into three groups, viz., those who could pay 
their own way; those who could pay part oi the 
cost of their care; and those who have to be free 
or charitable cases. In those days the voluntary 
hospital took it for granted that the free work 
which it decided to do would have to be supported 
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through funds derived through private sources. 
There was no thought of reimbursement from 
Government. The problems of the depression, 
with its tremendous increase in the number of 
dependent persons, brought such burdens upon 
the voluntary hospitals that they soon cried 
loudly for help from tax funds. The arguments 
for such help are valid and cannot be successfully 
contested in logic. However, Doctor Goldwater 
and others in the hospital field have several 
times sounded a note of warning to the voluntary 
hospital on this very question of acceptance of 
large amounts of tax funds for support of their 
work. They have been warned that Government 
support implies, sooner or later, governmental 
control. They have been advised to remember that 
they are indeed voluntary institutions founded 
upon an ideal of charity and that, unless they 
continue actually to give a considerable amount 
of charitable service, that they are really giving 
up their voluntary status. In other words, a so- 
called voluntary hospital whose only charity pa- 
tients are those whose bills are paid by the mu- 
nicipality, is hardly deserving of the name and 
is indeed failing to maintain its charitable tra- 
dition. 
Private Giving Must Not Be Lost to Our 
Civilization 

During the troubles of the past decade, persons 
not too resolute in their desire to contribute to 
charitable efforts have rather often been much 
relieved to say “the problem has grown so large 
that we will have to turn over the entire respon- 
sibility fer the under-privileged sick to Govern- 
ment.” I venture to suspect that it was this 


ready excuse, just as much as depletion of indi- 
vidual incomes, which brought private giving to 
such an alarmingly low point in the 1930’s. [| 
am one who insists upon believing that private 
giving and neighborly good works by individuals 
are not to be lost to our American civilization. 
I would urge every community to do its utmost 
to aid in this direction, seeing to it that the greai- 
est possible proportion of the care of the sick is 
done in voluntary institutions. That principle 
having been maintained, I would also advocate 
the staunchest support for all necessary public 
hospital programs. The citizen’s attitude toward 
public hospital work should be an understanding 
and sympathetic one, but he should be ready 
whenever necessary to scrutinize the public hos- 
pital upon two main points, (1) the kind of med- 
ical and hospital care which the patients receive, 
and (2) the economy with which taxpayers’ 
money is expended by or upon behalf of the public 
hospital. 


Summary 


To summarize my remarks in a very few words, 
let me say that both voluntary and tax-supported 
efforts for the care of the indigent sick are es- 
sential to the performance of a proper job. These 
private and public activities can be integrated 
into a reasonably smooth functioning unit for 
the public good; moreover, they must be so cor- 
related in any community aspiring to maintain 
superior service to the sick. The integration 
which we desire will require watchfulness by, and 
watchfulness of, Government and a truly broad 
community viewpoint upon. the part of the vol- 
untary groups. 





Books and Manuscripts for the Bacon 
Library 


A number of hospital administrators have writ- 
ten that they are arranging to send the Bacon 
Library a number of volumes of interesting hos- 
pital literature, including the history of their own 
hospital, where this has been published. 


John N. Hatfield, administrator of Pennsyl- 
vania Hospital, Philadelphia, Pennsylvania, has 
sent the following volumes: 


Morton’s History of Pennsylvania Hospital 
Packard’s recent Narrative History of the 
Pennsylvania Hospital 


History of the Pennsylvania Hospital Unit 
(Base Hospital No. 10, U. S. A.) in the 
Great War 
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The Bacon Library appreciates this response to 
its request for volumes of hospital literature, and 
hopes that there will be an increasingly continued 
number of contributions from hospitals. 





Missouri Hospital Association 


The Missouri Hospital Association will hold its 
third annual convention of its new series of meet- 
ings on October 16 and 17, 1940, at the Connor 
Hotel, Joplin. 


Kansas State Hospital Association 


_ The Kansas State Hospital Association will 
meet at Salina on November 8 and 9, 1940, at the 
Lamer Hotel. 
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The Spirit of Hospital Service 


PAUL R. ZWILLING 


life.” One of the human tendencies that 

add too often to our sorrow is that the nat- 
ural man wants to be served. You and I have 
had abundant experience with such in our vari- 
ous hospital activities. Men come out of environ- 
ments in which they have ordered others about 
so much that the discipline of institutional life 
irks them almost beyond reason. I know a man 
who has been liberally blessed with worldly goods, 
who has made this his life motto: “I want what 
I want when I want it’’; yet, with all his purchas- 
ing ability and external power, he is a grumpy, 
grouchy old man, always disgruntled, never sat- 
isfied. No doubt he would be much happier were 
he to give more thought to his fellow-man and 
less to himself. But this is the price we pay 
when, we insist on living unto ourselves alone. 


Sie" 0 said: “Service is the living use of 


True Service 


The divine tendency is to serve our fellow-man. 
The Master of man said of himself: “Even as the 
Son of man came not to be ministered unto, but 
to minister, and to give his life a ransom for 
many.” When we approach service in this spirit, 
we give forcible expression to the practical and 
the ideal. The principal of our Deaconess Nurs- 
ing School, Sister Beata M. Schick, insists that 
“True service involves the performance of some 
action for the benefit of someone else in the best 
manner possible.” In other words, “Service is 
the living use of life.” It involves giving of one- 
self to others as a necessity for human happiness. 


Yet, there must be a motivating force or urge 
behind that which compels some men and women 
to enter into a- service that will assist others in 
their time of need. If we were not driven by 
some impelling, irresistible force, how many, do 
you suppose, would continue to give their best 
days into the service of the sick? I am certain, 
that all of us have felt keenly the sharp shafts of 
criticism and the harsh lack of understanding of 
those whom we make every endeavor to help in 
trying circumstances. Indeed, what manner of 
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spirit is that which animates and controls our 
every purpose? Almost every magazine dedicated 
to the health and hospital service brings contri- 
butions in which statements abound and in which 
we are urged to return to first things. The Amer- 
ican Protestant Hospital Association Bulletin, 
Hospital Progress, the journal of the American 
Catholic Hospital Association; HOSPITALS, the 
journal of the American Hospital Association; 
The American Journal of Nursing, to mention 
only a few, offer contributions over and over 
which insist that the greatest stimulus to good 
hospital work must come from the Founder of 
the Ministry of Organized Healing. Nor would I 
infer that good work cannot be done in those in- 
stitutions where there is no profession of faith, 
or dedication of heart, or consecration to service. 
Indeed, even. sectarian workers sometimes ask: 
“What is there I can do that non-professing 
Christians cannot do as well?” Yet, as the repre- 
sentative of a large group of sectarian coworkers, 
I feel that life remains dark and work imposes 
hardship except we are driven on by some super- 
natural urge; I shall go a step farther and insist 
that every urge is blind unless there is a measure 
of understanding, and that understanding is use- 
less unless it is undergirded with a motivating 
love; for love is work made useful. 


Now, love, the summary of the oldest law ex- 
tant embodies all the principles of the Healing 
Master’s program as He laid it down to us in the 
Holy Chronicle. And Jesus is the embodiment of 
love, for wherever He went He overpowered dis- 
ease and conquered death. No man or woman 
born ever appealed to His wonder-healing power 
without receiving immediate aid; all the Master- 
Healer asked was that the appeal be accompa- 
nied by faith. His sole purpose on earth was 
to give the world the abundant life, and what- 
ever blessings we may hope for, we may have for 
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the asking. We fail so often to behold the good 
things of life, because they are so abundant, so 
near at hand. We should like to have many of 
life’s joys, and they might be ours, if for some 
unaccountable reason we did not fail to accept 
them—aye, if we only had the good sense to take 
them. 


The Christian Element 


What I am trying to say is this: very often the 
thing we recognize as essential to our happiness 
is near at hand but we are too foolish to accept 
it. We act very much like Paul, the missionary 
to the Gentiles, who said: “For the good that I 
would I do not, but the evil which I would not, 
that I do.” When Jesus saw the multitudes, He 
had compassion; the spirit of His soul was filled 
with mercy, which in the fellowship of feeling 
experienced the distress for the soul embodied in 
the multitudes. I see a relationship in the power- 
ful development of the Christian element in every 
health agency, as well as in the unfolding of 
truth in every scientific research. I am sure that 
all of us, who have given years of life and ob- 
servation. to the hospital field, are agreed that 
there has been a marvelous evolution in the scien- 
tific world. We are further agreed that science 
can work efficiently side by side with every re- 
ligious effort in the health field. How well did 
Karl Pearson state the case for science when he 
said: “Science may be described as a classified 
index to the successive pages of sense impression, 
which enables us readily to find what we want, 
but it in no wise accounts for the peculiar con- 
tents of that strange book of life.’ And, as 
though he wanted to answer Pearson, William 
Turner said: “While beyond the region of knowl- 
edge, the modern philosopher places the region of 
nescience, Saint Thomas taught that where sci- 
ence ends faith begins.” In other words, while 
science searches for reasons and art seeks to 
beautify the world all around us, religion seeks 
the salvation of our souls. The divine touch then, 
through the human touch in His name, estab- 
lishes the true spirit of service. And those who 
serve in this spirit, whether on the American 
Continent, Greenland’s icy mountains, or India’s 
coral strand, will succeed in the work of their 
hands. 


Cheerful Service 


This spirit will manifest itself in cheerful serv- 
ice. It has long been my contention that the dis- 
satisfied person has no place in the program of 
the healing ministry. When we are sick, we 
want the faithful physician to approach our bed- 
side with a reassuring smile, though we may be 
sick unto death. We appreciate the friendly ap- 
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proach the more because we sense that our 
trusted friend may be compelled to render us a 
service of pain. One who never smiled would 
drive us next door to despair. The spirit of 
cheerfulness must penetrate the entire hospital 
organization, indicating to those who entrust 
themselves into our care that we do not look upon 
our charges as one more opportunity to advance 
our nursing practice, but that we shall earnestly 
strive to help them at the point of their greatest 
need. 


I have made it a permanent policy of my hos- 
pital duties to insist that our deaconess students 
attend to their bedside service with a calm and 
reassuring smile, for I believe that the very first 
impression made on. the patient will win for us a 
potential friend or an eternal enemy. A calm, 
cheerful, reassuring smile will go a long way to 
win the confidence of the patient, while a cold, 
matter-of-fact approach may convince the indi- 
vidual that we are surely going to add to his 
agony, magnified very often, because he may 
never have had a similar experience. Let us never 
forget that, in the minds of too many people, the 
hospital is still the last resort and they go there 
to die rather than to be helped in their need. In 
his epistle to the Romans, Paul admonishes: “He 
that giveth, let him do it with simplicity; he that 
ruleth, with diligence; he that showeth mercy, 
with cheerfulness.” 


Let me illustrate with an experience not so far 
afield. On January 10, 1940, it was the extraor- 
dinary privilege of your speaker, with a group 
of like-minded men, to sit in the executive offices 
of the White House for a fifty-minute conference 
with the President of the United States. Many 
interesting impressions might be related, but I 
shall confine myself to one, since all of you, no 
doubt, have read the results that came from this 
meeting in the various hospital journals. Before 
us sat the man who, in his official capacity, is 
known as the President of the United States of 
America. His personality, which is one of his 
strong assets, disarmed us as soon as we came 
into his presence, so that we felt that he was just 
another of one hundred and thirty-two million 
Americans. But what a man! He is enthusias- 
tic, gracious, human, virile, bubbling over with 
the subject in hand. His natural wit and a keen 
sense of humor make him one of the most inter- 
esting men. it has been my pleasure to meet. 


Our President might have reasoned, after he 
was laid low with infantile paralysis: “My posi- 
tion is economically and socially secure; I need 
not worry about my future, I can rest on my lau- 
rels at the beautiful family estate at Hyde Park, 
New York. Why be troubled with the econom- 
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ical, political and social problems of this country 
and of the world. ‘Let someone else do it.’ ” 


Nothing daunted, this man set out to attain the 
highest honors within the realm of the American 
people; he jumped into the breach for the “For- 
gotten man”; by the trial and error method, he 
sought to correct some conditions which had be- 
come alarmingly acute; for his efforts he is loved 
with a passion unsurpassed on the one hand and 
despised and feared on the other. What I want 
to say to you is this: almost all of us ordinary 
mortals afflicted like President Roosevelt would 
have folded our hands and taken life in its stride; 
that may be one reason why the majority of us 
will never attain the position he now holds. 
Whether we are for or against this man, we can- 
not escape the conviction that his entire life has 
been motivated by an indomitable spirit that 
buoyed him up in good days and evil, that car- 
ried him on undaunted through every period of 
storm and stress with a smile that will win friend 
and foe alike. May we not learn from the Presi- 
dent the fine art of disarming people of all anxiety 
with the winning spirit of cheerfulness? 


Spirit of Willingness 


“Service is the living use of life.” If cheerful- 
ness is one of the essential assets to aid us in 
rendering a useful service as hospital workers, 
then the spirit of willingness must be made no- 
ticeable in all our effort in behalf of our patients. 
Matthew N. Chappell, in Forbes, states that old 
Uncle Joe was always cheerful in spite of having 
had more than his share of life’s troubles. One 
day Albert Edward Wiggam, the author, met the 
old darky and asked: “How have you managed 
to remain so calm and cheerful?” Uncle Joe re- 
plied: “Well, I’ll tell yo’, I’se just learned to co- 
operate wid de inevitable.” Sometimes one is 
inclined to wonder why we, who have enjoyed 
many blessings much more than this poor old 
negro, cannot learn to cooperate more cheerfully 
and willingly. 


Broader Aspects of the Hospital Field 


Having spoken of the spirit of hospital service 
in connection with the individual and the hospi- 
tal, I should like to go beyond the narrow con- 
fines of the hospital and speak on the broader 
aspect of the hospital field. One of the difficulties 
that many administrators and executives must 
contend with is the apparent apathy and indiffer- 
ence of which so many of us seem to be guilty. 
May I ask a fair, simple question of my friends 
In the Protestant Hospital group? Are you a 
member of the American Protestant Hospital As- 
sociation? If not, may I ask, why not? Is it 
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possible that you feel yourselves too far removed 
from the center of things that you fail to unite 
with this group? Is the National Government 
too far removed from you to take an active in- 
terest in national affairs? Are you only inter- 
ested in, state, county and municipal affairs, be- 
cause you will very likely never have an active 
part in the affairs of the National Government? 


Without attempting to boast, let me assure you 
that the National Government is interested in our 
activities, whether we are of the Catholic, Protes- 
tant, or American Hospital Association groups. 
The officers of the national hospital associations 
do not represent their pet interests, when, as a 
joint committee, they appear in Washington, 
D. C., before the Interdepartmental Committee to 
Coordinate Health and Welfare Activities, or 
when they respond to an invitation by the Presi- 
dent to discuss with him certain aspects of health 
and hospital problems. 


There might be certain elements in the nation’s 
capitol who would rejoice if we were divided in 
purpose and spirit. However, the officers of your 
associations bear the interests of all groups in 
their hearts, and I am sure that I am in no wise 
overstating the facts when I say to you that the 
federal officials are impressed when a compara- 
tively small group of men represent large num- 
bers in a united spirit. Indeed, I shudder to 
think what might have happened, except for the 
unity of spirit that moved the members of the 
joint committee when they appeared in your be- 
half before the powers which are planning some 
portentous changes in the health field. Nor do I 
feel that I am overstating facts when I say that 
there have been forces at work which have been. 
inimical to our foremost interests. Nor dare we 
now rest on our laurels, because for the present 
there seems to be a lull on the political front, for 
many men in the health field have long been per- 
suaded that there are hidden forces at work this 
very moment which will demand legislation put- 
ting us out of existence, if the power to persuade 
Congress is strong enough. 


Fortunately, by the President’s own statement, 
the health plans and the programs submitted to 
date are too cumbersome and too expensive to be 
adopted by Congress. But that is the reason we 
must ever be on the alert. A silver-tongued ora- 
tor, who glibly promises two hundred dollars per 
month to all men above sixty-five years of age, 
or one like the ham and eggs disciple, may arise 
some day and convince our Congressmen that a 
nation like ours, with its endless resources, could 
carry such a program with comparative ease, and 
then it would be too late. 





In Cooperation There Is Strength 


Now what can the individual and his hospital 
do to help save.the cause? First, unite your forces 
with your county and state organizations; then 
affiliate with that religious association which rep- 
resents your conviction and profession, Catholic 
or Protestant, and if you are non-sectarian, be 
sure that you join your forces with the American 
Hospital Association. 


Never disappoint your officers by any show of 
inactivity ; attend your county and state meetings 
and, if at all possible, be regular attendants at 
the national conventions. Your presence will 
stabilize the morale of your leaders. Then, it 
seems to me that we should not be satisfied to 
affiliate only with those groups which are directly 
sympathetic with our immediate cause. The 
medical and nurses associations, the pharma- 
ceutical associations, the hospital equipment and 
supply houses, the municipal, county and state 
social agencies, the municipal, county and state 
health agencies and all allied interests in the health 
field should be brought together and informed in 
the matters that loom so large and important to 
us in these trying times. 


On December 8, 1939, Dr. Olin West, the execu- 
tive secretary of the American Medical Associa- 
tion, invited the presidents and trustees of the 
three hospital associations to Chicago to discuss 
the serious social problems which have arisen in 
recent years, and urged a united stand with his 
organization. It was just another step forward, 
I am sure, in the right direction. 


It seems to me that the only way we can keep 
one step ahead of the radical social agencies, 
which keep us in constant turmoil, is to set the 
pace for them, rather than permit them to con- 
tinuously stir up muddy waters. Nor will our 
cause be aided much if we will take an ostrich- 
like attitude toward the issues which stir the 
hearts of many good, but ofttimes misguided peo- 
ple. Pictures of foreign countries have been 
painted, which would make the gullible believe 
that Utopia has reached the health field abroad. 
If we have kept our eyes open and our “ears to 
the ground,” I am certain we will not have to be 
told that nowhere in all the world has medical 
science made such progress as in our own be- 
loved America and nowhere has more been done 
for the medically indigent than in the United 
States of America. In all seriousness, how can 
nations that must spend untold billions for arma- 
ments and munitions of war provide properly 
for their indigent poor? As for myself, I want 
no part of European civilization that leads to 
endless bloodshed and war. 
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Each One Must Carry His Share of the Load 


But if we are to hold whatever advantages have 
come to us through the ages and by the labor of 
our forebears; if we would not lose the advances 
of the past four or five decades, we must demon- 
strate this fact by our willingness to lay hold on 
things and each of us must reveal a readiness to 
carry our share of the load. 


Drones cannot help the hospital or health field 
to glorious achievements—our workers must be 
active, alert, and doing in their own field, be it 
large or small. Magazine contributions, books 
by able writers, lecture courses on public health 
and personal hygiene, and contacts in, a thousand 
ways have educated the public to a remarkable 
degree, and it would undoubtedly rebound to the 
advantage of the medical and hospital forces if 
this process in health education could be made to 
reach each and every American citizen. I am 
sure it would be better so, for the more intelli- 
gent our clientele, the better may we expect re- 
sults in services rendered. 


Now that many of our people have learned to 
speak and think in medical terminology, we 
should be prepared to aid the public in every way 
possible to an intelligent appreciation of what 
we may have in the way of health service. Ap- 
pendectomy, herniotomy, hemorrhoidectomy, neo- 
prontosil, sulphanilimide, streptoccus hemolyti- 
cus, are no longer terms which frighten the in- 
telligent of our race, and it seems to me that it 
is the duty of every health worker to be con- 
stantly a step ahead of the public by keeping him- 
self well informed of what is being done in behalf 
of the people. 


Having said this, I am not unmindful of the 
danger we are facing. The ever-present charla- 
tan attempts misrepresentation to his followers 
that too much of the present day health service is 
buncombe. Treat him with silence if you will, 
ignore him if you can, but the fact remains that 
too many of our good people are falling into the 
hands of these chauvinists, who, without con- 
science and for gain alone, are misleading untold 
myriads because the health agencies have held too 
long to standards which have been outmoded. We 
must meet the fakir, the charlatan, the quack and 
his ilk with his own methods and in his own lair. 


As hospital administrators, we must constantly 
keep before the public eye the service we aim to 
render to our community; let us remind our 
friends and followers that, through the various 
pre-payment plans as they are being sponsored by 
the hospitals and the medical profession, we are 
endeavoring to help them carry the load of every 
emergency, and incidentally remind them that 
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their friend, the good family physician, in the 
hour of need is a true servant worthy of his hire. 


It is the hope of every health agent that our 
physician friends may soon find a plan by which 
they may protect their economic interests and 
keep it on a high and ethical plane rather than 
have some radical scheme fostered upon them, 
which will probably give medicine, as we know it, 
the death blow. We must not fail to remind the 
public of the noble purpose of every legitimate 
hospital on the American Continent. Let us tell 
our friends that the American Medical Associa- 
tion, composed of some of the ablest men in the 
medical field, lays down to us certain standards 
by which we are permitted to train interns, the 
future physicians; that the American College of 
Surgeons, likewise composed of other noble men, 
has set up certain minimum standards under 
which a hospital may operate if it desires a Class 
A recognition; that, under the direction of the 
American, Hospital Association, we are constantly 
kept abreast with the newest developments in the 
health field; that, under the inspiration of the 
Catholic and Protestant Hospital Associations, 
the members of these organizations are continu- 
ously directed to the higher, nobler achievements 
that lie just ahead, if we have the good grace and 
sense to behold and accept them. 


We are in one mind and one spirit and every- 
where we are striving toward the same ideal, to 
serve our brother-man who, in the eyes of the 
Creator, lives on the plane of equality, and in 
the eyes of science is deserving of the best of- 
fered regardless of race, creed, or color. 


Reward in Service 


Striving to do our best will bring a reward to 
all faithful workers. Surely Florence Nightingale, 
who became famous because of her work in Cri- 
mea; Jane Addams, whose fame grew with the 
fame of Hull House in Chicago; Lillian Wald, who 
became great as president and head worker of 


the Henry Street Settlement in New York City, 
sought no reward other than the satisfaction of 
having done their work well. And although 
they rest from their labors, their work is being 
carried on by their disciples. 


When duty called, these good women did not 
hesitate to go the second mile, and we may be 
quite certain that when they met someone in need 
they shared cheerfully and willingly with them. 
They have found their reward in the far-reaching 
influence that touched untold numbers who came 
to them for the good they might do in their be- 
half and for the cause which they represented. 
They worked on the principle that when we “Cast 
our bread upon. the waters, we shall find it after 
many days.” That was sufficient remuneration 
for them; it will be sufficient remuneration for 
every faithful servant of the Healing Minister 
today. 


Someone, whose heart was surely filled with a 
spirit of service, wrote a poem, inspiring and up- 
lifting, entitled: 


The Bridge Builder 


An old man going on a lone highway, 
Came at the evening, cold and gray, 
To a chasm vast and deep and wide; 
The old man crossed in the twilight dim, 
The sullen stream had no fear for him; 
But he turned when safe on the other side 
And built a bridge to span the tide. 


“Old man,” said a fellow pilgrim near, 

“You are wasting your strength with building here; 
Your journey will end with the ending day, 

You never again will pass this way: 
You’ve crossed the chasm, deep and wide; 

Why build this bridge at evening tide?” 


The builder lifted his old grey head, 
“Good friend, in the path I have come,” he said, 
“There followeth after me today, 
A youth whose feet must pass this way. 
This chasm that has been naught for me, 
To that fair-haired youth may a pitfall be. 
He, too, must cross in the twilight dim— 
Good friend, I am building this bridge for him. 


”? 
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Economies and Control of Waste 
in the Hospital Pharmacy 


SISTER M. LAURISSA, O.S.F., Ph.R., B.S. 


E ARE all aware of the old saying that 
WY xa leaks can sink a large ship and cer- 

tainly the hospital pharmacy is poten- 
tially a small or even a large leak in the profitable 
and successful administration of a hospital. To 
effect economy and to prevent waste in a hospital 
pharmacy entails the most careful consideration 
of all of the activities of the pharmacy, and I 
shall, therefore, endeavor to cover the important 
activities and show wherein savings may be ac- 
complished in each phase. 


For the sake of simplicity we may say that, in 
addition to the educational work of the pharmacy, 
the pharmacist performs three functions: 


1 The purchase of drugs, chemicals, and bio- 
logicals 

2 The preparation of medications of all types 

3 The dispensing of medications to the vari- 
ous departments of the hospital, as well as 
to individual patients cared for by the vari- 
ous departments 


Purchasing 

Before the hospital pharmacist can hope to 
maintain the department or attempt to show a 
profit, the pharmacist must learn when, where, 
what, and how much to buy. This is not always 
an easy problem, but before considering the prob- 
lem any further, I would impress the fact that, in 
pharmaceuticals which are used in the treatment 
of the sick, quality must be the first considera- 
tion. In medicinal substances, we are not dealing 
with materials used in inanimate activities such 
as the building of a house or a bridge, where 
bricks and cement, if found to be defective, can 
be replaced, but are dealing instead with the 
health of human beings. It is impossible to sur- 
mise how many days and weeks have been added 
to a patient’s stay in the hospital because of de- 
layed convalescence due to impotent or deterio- 


Presented at the Tri-State Hospital Assembly, Chicago. 


38 


The Author 


@ Sister M. Laurissa is the Pharmacist of 
St. Joseph’s Hospital and Instructor in Ma- 
teria Medica at the Marquette University 
College of Nursing, Milwaukee, Wisconsin. 








rated medication, but certain it is that the pur- 
chase of medicinal agents on the basis of price 
alone has added days to the patient’s hospital 
stay. Since the effect of medication on sick in- 
dividuals varies, even under the best of circum- 
stances, the hospital pharmacist has the moral ob- 
ligation to see that the patient receives the best 
pharmaceuticals available. 


The best quality is obtained by purchasing from 
manufacturers whose reputation has stood the 
test of time for many years, and whe maintain 
extensive research laboratories where their prod- 
ucts are carefully tested and standardized. This 
is true of all therapeutic agents but particularly 
so of the newer endocrine products where stand- 
ardization is an absolute necessity. It is for this 
reason that at St. Joseph’s Hospital we do not 
request bids on various drugs or biologicals be- 
cause we feel that some manufacturers may un- 
derbid on price without maintaining the quality. 


A saving may be effected by obtaining all dis- 
counts possible. Discounts are usually given for 
paying cash or for buying in relatively large 
quantities. The hospital pharmacist should en- 
deavor to obtain every discount available for pay- 
ing within the specified time. To obtain the dis- 
count given for buying in larger quantities 
requires considerable thought. It may be said 
that it is most unwise to purchase large quanti- 
ties of a relatively new product, for if the prod- 
uct has merit and remains in use for six months 
or longer, the price drops from 30 per cent to 50 
per cent. This drop in price has been witnessed 
during the past years in the development of vi- 
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tamins, various sera, sulphapyridine, and sulfa- 
nilamide. If, on the other hand, the popularity 
of the product wanes within a few months, the 
pharmacist is not caught with a large stock which 
may not be used. 


To purchase opportunely the hospital pharma- 
cist must keep in contact with world events, as 
well as with the drug market. For instance, dur- 
ing the past years, because of the Chinese-Jap- 
anese war, the price of ephedrine has soared. 
Through our conversations with drug salesmen, 
we were apprised of an impending increase in 
price and were able to purchase before the in- 
crease went into effect. It would appear that it 
requires about six months for the price of a new 
worth while product to stabilize, and it may gen- 
erally be said that of these newer products a suf- 
ficient quantity to last about three months should 
be purchased. 


Turn-over is one of the most important factors 
in preventing waste and making the hospital 
pharmacy profitable. It has been shown, that the 
most profitable pharmacy is the one which turns 
over its stock three to four times per year. In 
other words, if the drug purchases for the year 
amount to $10,000, the amount of stock should 
not exceed $3,300. 


Individual physicians ordering new or special 
medications which are expensive and are not gen- 
erally used is a problem that often arises in the 
hospital pharmacy. In such cases, we have found 
it advisable to contact these physicians person- 
ally and determine whether they will use this 
product for any length of time. If they state 
that they intend to do so, a relatively larger quan- 
tity may be purchased and thus additional savings 
made. On the other hand, if they are uncertain, 
small quantities should be bought. 


Stock control is one of the best tests of wise 


Corner of St. Joseph’s Pharmacy 
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buying. It is obvious that every hospital phar- 
macy should have some method of coding and 
bookkeeping so that regular periodic inventories 
show what items are moving and what items are 
collecting dust. One should always remember 
that to purchase a drug or chemical which will 
not be consumed for many years is not wise, even 
though the discount is enormous. It is much 
like a person purchasing 100 pounds of cheese at 
a great saving when they consume about a pound 
a month. Drugs—like cheese—have been known 
to spoil. 
Preparation of Medication 

In addition to the compounding of prescrip- 
tions, the hospital pharmacy prepares large quan- 
tities of stock solutions and other agents. It is 
here that a great saving can be effected. By pur- 
chasing tax-free alcohol we save on. all our tinc- 
tures. In addition we prepare mouth washes, lu- 
bricating jelly, ointments, milk of magnesia and 
other preparations. It should always be the aim 
of the hospital pharmacist to have these prepara- 
tions compare favorably with the commercial 
equivalents as to physical properties such as color, 
texture, or taste. Where larger quantities of 
ointments, capsules, and other preparations are 
manufactured by the hospital pharmacy, a cap- 
sule machine. motor-driven. ointment mixer and 
ball mill for powder mixing are great aids in 
economy. 


Before we decide to manufacture any product 
in our own pharmacy, we should not hesitate to 
critically compare the cost of our own prepara- 
tion with the good commercial preparations, for 
while there is a great satisfaction in preparing 
these substances ourselves, in some instances 
equally efficient commercial preparations are 
cheaper. As to manufacturing ampules, it would 
appear that in almost all hospital pharmacies this 
field should be left untouched. In some pharma- 
cies where ampule manufacture has been at- 
tempted, the savings have been very little. In 
addition, there is always the danger of contami- 
nation of the ampules causing ill-effects. We 
must, in all honesty, admit that the large phar- 
maceutical houses are better equipped for the 
manufacture of ampules than is even the best hos- 
pital pharmacy. 


Dispensing 

The dispensing phase of the hospital pharmacy 
should encompass more than just handing the 
bottle of medicine or the box of tablets over the 
prescription counter. The hospital pharmacist 
must maintain contact with the various depart- 
ments of the hospital and know how the medica- 
tions are prepared and dispensed by the floor 
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Well-labeled Drugs in Convenient Cabinets 


nurses. Only in this way can the pharmacist 
prevent waste and inefficiency. 


At St. Joseph’s hospital the various stock solu- 
tions used on the floor are returned to the phar- 
macy at regular intervals whether they have been 
completely consumed or not, so that these stock 
solutions may be checked for deterioration and 
refilled. A minimum number of necessary medi- 
cations, such as sedative tablets, narcotics, and 
stimulants, are kept on each floor for general use. 
The amount of these narcotic substances and the 
number of ampules, however, is so small that 
they must be replenished every two to three days. 
In this way waste is prevented as well as deterio- 
ration. At our hospital when a patient is dis- 
charged the unused medication which was not 
especially prepared for the individual patient is 
returned to the pharmacy and a credit is issued to 
the patient. In this way no drugs are wasted and 
the patient is given the benefit of that saving. 


In preparing medications for the floor it is im- 
portant to cover the label by means of transparent 
shellac or some other substance so that the con- 
tents will at all times be easily identified and not 
be discarded because of a marred or soiled label. 
On the other hand, in eye medications, it is well 
to prepare small amounts and to note on the label 
the date the preparation was made. In this way 


the doctor can be assured that the preparation is 
not old or deteriorated. 


Savings can be effected by improving the actual 
administration of drugs and external applica- 
tions. For example, at our hospital, where vari- 
ous tinctures are used for the preparation of the 
skin before operation or delivery, we have discon- 
tinued applying these solutions with the gauze 
sponge. Instead we use a large powerful atomizer. 
By using this atomizer we have found that the 
skin preparation is more effective and we save 
from 50 per cent to 65 per cent on the quantity of 
solution used. Inasmuch as large quantities of 
this tincture are used, this amounts to a consider- 
able saving. 


In the out-patient department the pharmacist 
would do well to confer with the members of the 
staff and gain their cooperation in the matter of 
prescribing drugs. Every attempt should be made 
to prescribe accepted medicinal agents rather 
than their equivalent expensive proprietary. In 
addition the patient should only be given sufficient 
medicine to last until the next visit to the out- 
patient department. This accomplishes several 
purposes. First, it prevents waste, and second, it 
is less apt to lead to improper cooperation. If 
an out-patient has a large quantity of medicine, 
he may feel it unnecessary to return at the proper 
time, for he still feels he has sufficient medicine. 
In some cases this may lead to unfavorable re- 
sults. The patient’s condition may change and 
the medication would have been changed if the 
patient has reported. 


Every hospital pharmdcist is an important 
member of the hospital staff because it is through 
the pharmacist that the healing agents must be 
obtained. It is the moral obligation of the phar- 
macist to see that the medicinal agents are of 
such quality that they will accomplish what the 
physician expects of them. Coupled with these 
responsibilities is the problem of preventing 
waste and making the pharmacy a self-sustaining 
as well as an important department in hospital 
service. 





New England Hospital Assembly—1 941 


The New England Hospital Assembly will hold 
its 1941 annual meeting in the Hotel Statler, Bos- 
ton, Massachusetts, March 12, 18 and 14. The 
president of the New England Hospital Assembly 
is Dr. Charles F. Wilinsky and the secretary is 
Dr. Albert G. Engelbach. 
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New Brunswick Hospital Association 


The annual meeting of the New Brunswick 
Hospital Association will be held at St. Stephen, 
July 3-4, 1940. It is anticipated that the first an- 
nual meeting of the Women’s Hospital Aids Asso- 
ciation of New Brunswick will be held at the same 
time and that joint sessions will be arranged. 
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National Hospital Day Broadcast 


Station WTAM, Cleveland, Ohio—May 12, 1940 


FRED G. CARTER, M.D. 


pital Day, and all over the nation attention is 

focusing upon the activities of hospitals. I 
speak to you as the representative of more than 
6,000 of these institutions. My purpose is not to 
solicit your commendation of the work which is 
being carried on day in and day out by more than 
a half million of your fellow citizens but rather to 
call your attention to a service which any of you 
may need at any moment and to advise you to be- 
come acquainted with the hospital facilities which 
are at your command in your own communities. 


Toit has been designated as National Hos- 


How fitting it is that hospitals should share in 
a small way the spotlight which is playing upon 
the mothers of the land today. More than a mil- 
lion two hundred thousand of them acquired their 
status as mothers in our hospitals last year. I 
bring words of cheer to the mothers of tomorrow 
for we have made vast strides in the conquest of 
the things they have feared. 


The Hospital Is a Complex Organization 

The modern hospital is an extremely complex 
organization. It partakes of the nature of many 
enterprises. Its primary product is service to the 
sick. All who have need for its help are abnormal 
because of physical or mental ailment or both. 
The friends and relatives of its patients are ap- 
prehensive, excited, exacting and in many in- 
stances unable to understand the language of hos- 
pitals. Unfortunately there are few indeed who 
make any effort to inform themselves of the mis- 
sion and place of the hospital in the social organ- 
ization until they require its services and then 
they must acquire their information under condi- 
tions which are most trying to themselves and to 
those whose privilege it is to help them. No set or 
series of problems could be more complicated than 
tho#é arising out of such conditions. 


Everybody understands that the hospital, first 
of all, must provide treatment for the sick and 
injured but few appreciate the significance of 
the protective barrier with which we must sur- 
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round our patients. We must defend them against 
their own ignorance and their own impulses. We 
must shield them from the misguided efforts of 
well-meaning but uninformed relatives and 
friends. We must guard against the possibility of 
their falling into the hands of unscrupulous, in- 
competent medical advisors and charlatans and 
quacks of all kinds. We must assure them of the 
services of competent nurses and attendants. We 
must protect them from the type of lawyer who 
reaches the hospital almost as soon as the ambu- 
lance which bears his prey. We must protect their 
good names from gossips and scandalmongers. We 
must safeguard their records. We must shield 
them against harmful nostrums and drugs. Hos- 
pitals would be derelict in their duty if they did 
not protect their patients against these and in- 
numerable other threats to their well being. 


Hospitals must help with the training and edu- 
cation of doctors, nurses, dietitians, social work- 
ers and others of the hospital personnel, failing 
in which, the general level of competence of these 
professional and sub-professional groups would 
be of a very low order. They must help with the 
education of the public in matters of health and 
finally they must encourage broad programs of 
research into the problems of disease. 


Paradoxical Standards 

We must not think of hospitals in terms of 
business and industry, exclusively. Their purposes 
are as far apart as social security and the profit 
motive. Their points of difference are probably 
more numerous than their points of resemblance. 
The business man and the industrialist spend 
much of their time thinking about ways and 
means of expanding their markets. The markets 
for the services of hospitals are found among 
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those who are sick. We do not try to expand our 
markets. Quite to the contrary we try to make 
people well so they will have no use for our serv- 
ices. We actually train personnel to do better jobs 
of wrecking our potential markets. We try to 
educate the public in matters of health so that 
they may ignore our existence. We go hunting 
around in the dark corners for the causes of dis- 
ease and sometimes we find them. Then, instead 
of spreading them around where they would do 
our business the most good, we try to stamp them 
out. We actually believe we will reach the pinnacle 
of our success when our hospitals are empty. 
There is not another activity in the world founded 
on such paradoxical standards. 


Credit Risks 

Again, hospitals differ from business and in- 
dustry in that hospitals have no choice of their 
credit risks. If a patient is sick or injured and in 
urgent need of attention, his need, rather than his 
credit rating determines whether or not he is ad- 
mitted to the hospital and given the care which 
his condition demands. Some patients can be 
turned away without doing injustices but there 
are many who can not and if they are unable to 
pay the costs of the services involved, those serv- 
ices must be given away in whole or in part. 


Neither is it possible to withdraw a service, 
once that service has been rendered. You know it 
is not an easy matter to put back an appendix, a 
gall bladder or a pair of tonsils. If a man buys an 
automobile and fails to make his payments the 
car is repossessed and resold and the loss is thus 
minimized. In hospital collection methods this 
powerful lever is lost, but I am not saying that 
it would be used if it could be. 


It is true that our methods do lead us into finan- 
cial difficulties from time to time. When our bud- 
gets do not balance and we need money our sup- 
porters wonder why we are not more business like. 
If we are business like they wonder why we are 
not more charitable. If we are charitable they 
wonder what is wrong with our mathematics. 
These criticisms are understandable because peo- 
ple think, talk, and act in terms of their own ex- 
periences. Business is business, religion is re- 
ligion, and education is education but hospitals 
are all of these and more and the operation of 
hospitals will always be colored by all of the ele- 
ments entering into their make up. No single 
element can predominate to the exclusion of all 
others. 

Cost of Service 

Now as to hospital costs, the average for the 
country is about $6.00 per day which is about 
twenty-five cents per hour for a highly specialized 
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service. This includes a bed, meals served to the 
patient at the bedside, feeding him if necessary. 
It also includes drugs, laboratory work, x-ray 
service, operating room use, dressings, anesthesia, 
general nursing care, physical therapy, etc. 


There was a time, not so long ago, when per 
day costs in hospitals were considerably less than 
they are now but the average patient remained in 
the hospital more than twice as long as he does at 
present. Periods of disability were longer and 
earning capacity was correspondingly diminished. 
If these facts and all of the implications which go 
with them are evaluated properly it will be seen 
that the total cost per hospitalized illness is prob- 
ably less than it was fifteen or twenty years ago. 


These facts about costs are interesting and in- 
controvertible but in the final analysis it must be 
admitted that any cost which exceeds one’s ability 
to pay is too high for that individual. In the hos- 
pital field we are not and never have been un- 
mindful of this situation. Until recent years we 
made up the discrepancies between what a patient 
could pay and the expense of caring for him 
through generous donations from philanthropic 
individuals and by means of income from endow- 
ments. Both of these sources of revenue have 
dwindled rapidly in recent years and to make mat- 
ters worse unemployment has been at high levels 
with resultant decreased ability of more and more 
patients to pay. 


The Prepayment Plan 


To fill the breach, we have relied upon govern- 
ment subsidies of one kind or another of late and 
in many instances community fund support has 
been very helpful. We have combed our business 
methods for economies. Probably the most im- 
portant thing we have done is to inaugurate the 
prepayment plan for financing hospital care. Hos- 
pital insurance, by whatever name we choose to 
call it, has mushroomed up particularly in the last 
five years to cover the hospital needs of about six 
million people on this continent. As the majority 
of you know, this is a scheme which, for small 
monthly payments, insures people against the 
financial hazards of hospitalization. Maybe there 
is no real solution to our financial problems, but 
this insurance plan seems to be about the closest 
approach that we have thus far experienced. 


This is extremely important because people in 
general seem to be growing more and more con- 
scious of the values inherent in hospital sey 
in times of illness. Perhaps hospital insurance 
is stimulating this interest. At any rate, the 
utilization, of hospital facilities appears to be on 
the increase. This trend further complicates the 
picture because it brings us face to face with the 
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problem of extending the scope of our efforts 
through new construction and modernization of 
old construction. 


The Hospital in the Changing Social Order 


We have many problems other than those in- 
volved in finances and occupancy. Medical prac- 
tice is changing rapidly and the hospital becomes 
more and more essential to the type of practice 
which is developing. It is the one place where all 
of the intricate techniques of modern practice may 
be assembled and utilized to the greatest advan- 
tage. Efficiency in production in any field results 
from the strategic assemblage of materials, labor 
and tools. We have not reached perfection in 
these details as yet. We have made it possible to 
bring together the materials and tools but part of 
the labor is not efficiently utilized. Doctors still 
maintain private offices in detached locations and 
treat their patients in many hospitals. In their 
physical plants, hospitals must arrange eventually 
to serve the medical profession better by helping 
them to concentrate their work in and around 
hospitals without in any way usurping the rights 
and privileges of the medical profession. 


Almost all of the major problems of our hos- 
pitals today have to do with the place which these 
institutions are to occupy in the changing social 
order and particularly with the adjustments made 
necessary by the movement toward collectivism. 
We are concerned with the matter of distributing 
our service to all alike, rich or poor, and we are 
groping for equitable and fair methods of making 
this distribution. We are giving thought to im- 
proved labor relationships. In general a more 
satisfying integration of the hospital into com- 
munity experience is the goal we seek. 


Come what may, the hospital of today is one 
of the greatest stabilizing influences in our 
civilization. It is not and never has been static 
in its position or its outlook. Throughout the 
years of its existence it has adapted and adjusted 
itself rapidly to changing social, economic and 
scientific conditions and even as I speak it stands 
alert and ready to adopt any change in any of its 
activities that may react to the benefit of its pres- 
ent or prospective patients. It is never the first 
or the last to revise its attitudes. It weighs values 
and measures proportions. It is never enslaved 
by the inertia of custom. 





Essay Contest for School Children 

The Greater New York Hospital Association 
arranged an essay contest among the school chil- 
dren of the five boroughs of Greater New York. 
This Association awarded ten prizes, two in each 
borough, for the purpose of stimulating interest 
in National Hospital Day and in the work of the 
voluntary hospital. 


The Board of Education in New York City 
issued the following order in reference to Na- 
tional Hospital Day: 


“On May 12th, there will be a nationwide 
observance of National Hospital Day. This 
day has been selected because it is the an- 
niversary of the birth of Florence Nightin- 
gale, whose pioneering work in the field of 
nursing revolutionized the treatment of war 
casualties in all countries and gave impetus 
to the modern nursing movement. In con- 
nection with National Hospital Day, the at- 
tention of pupils should be directed to the 
position of the modern hospital in the com- 
munity. In addition to taking care of the 
sick, the modern hospital serves as a train- 
ing school for nurses and physicians, and as 
a scientific institution for medical research. 
The services rendered by hospitals through 
their clinics should also be mentioned. 


June, 1940 
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Good Hospital Publicity 


“The hospitals of New York City have ar- 
ranged for the presentation of a silver and 
bronze plaque to the two pupils in each bor- 
ough submitting the two best essays on the 
topic ‘The Value of Hospitals in My Commu- 
nity.’ However, participation is voluntary. 
Principals of schools participating should 
send the two best essays written in their re- 
spective schools to the office of the Director 
of Health Education, 157 E. 67th Street, New 
York City, not later than Wednesday, May 
1st. The pupil’s name, grade, school and 
borough should be clearly indicated on each 
essay. The final selections will be made by 
judges selected by the Hospital Association. 


“The hospitals will be open for general in- 
spection on Sunday, May 12th, and pupils 
should be asked to convey this fact to their 
parents.” 

Very truly yours, 
Harold G. Campbell, 
Superintendent of Schools. 


An interesting publication entitled “What You 
Should Know about Hospitals,” published by the 
Greater New York Hospital Association, was dis- 
tributed among the school children for National 
Hospital Day. 
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ing, after a period of twenty-seven years, to 

the grand old city of Boston to hold its forty- 
second annual convention, September 16-20. Aside 
from the fact that the convention will again pro- 
vide the occasion for a national get-together, with 
an intensive four-day program of the most au- 
thoritative studies, reports and papers on hospital 
management and its problems today, the city of 
Boston has its own unique and fascinating con- 
tribution to make. Persons already acquainted 
with the scenes and sights of this historical old 
community will doubtless plan to use this occasion 
to renew such acquaintances; persons who never 
before have had this opportunity should plan now 
to visit this most picturesque and hospitable old 
city at the head of Massachusetts Bay. Hospital 
executives, members of governing boards, medical 
staffs and auxiliaries, department heads and su- 
pervisors—all those actively interested in the 
problems and functions of hospitals today, should 
make and take as their 1940 slogan: On to Boston 
In September! 


To American Hospital Association is return- 


Boston: The Convention City 


Boston is the capital city of the Commonwealth 
of Massachusetts. It is an old community, founded 
over three hundred years ago by a group of col- 
onists who were willing to sacrifice all for a great 
ideal. The natural advantages of the town and 
the rugged character, industry and vision of its 
citizens attracted settlers, and soon the sparse 
settlement on the three-hilled peninsula became 
a city, and the city in turn a great modern, manu- 
facturing and commercial center. Modern Boston 
is not merely a single city of 781,188 people, but a 
social and economic unit, embracing a number of 
separate municipalities with a total population 
of 2,307,897. The Boston Metropolitan area now 
includes eighty cities and towns with a land area 
of 1,022 square miles and an average density of 
population of 2,257. 


Incredible as it may seem, there are more 
than two hundred universities, colleges and 
schools in the Metropolitan area of Boston, includ- 
ing among them such outstanding institutions as 
Harvard, Boston University, Massachusetts Insti- 
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The Convention in Boston 
September 16-20, 1940 


tute of Technology, Radcliffe, Wellesley, Tufts, 
Simmons, Boston College, New England Conser- 
vatory of Music, Northeastern, and Massachusetts 
School of Art. There are also 224 excellent pub- 
lic libraries, with more than 4,000,000 books, as 
well as five famous museums open to the public. 


Boston, appropriately called “the Birthplace of 
the American Nation,” possesses a wealth of his- 
toric places and traditions which are the heritage 
of all America. Space does not permit a catalog 
of all of them, but the following partial list of 
these historic places will indicate the wealth of 
scenes and sights in and around Boston: Samuel 
Adams House, “Ye Old Blake House,” Boston 
Common, “Boston Tea Party,” Bunker Hill Monu- 
ment, U. 8S. Frigate “Constitution,” Copp’s Hill 
Burying Ground, Faneuil Hall, First Church in 
Boston, Franklin’s Birthplace, Granary Burying 
Ground, King’s Chapel, Liberty Tree, Old North 
Church, Christ Church, Old State House, Wendell 
Phillips House, First Post Office in American Col- 
onies, Province House, Paul Revere House, Old 
South Meeting House, Old West Church, Spring 
Lane, the Adams Houses, Arnold’s Tavern, Low- 
ell’s House, Longfellow’s Home, Old Powder 
House, Plymouth, Minute Man Statue, The Revo- 
lutionary Monument, Sleepy Hollow Cemetery, 
and Longfellow’s Wayside Inn. 


Plymouth—To the South 


An hour by automobile will take the visitor 
to the hallowed ground of Plymouth, Plymouth 
Rock, the William Harlow House, Spring Lane, 
the second street laid out by the Pilgrims, leading 
from Fort Hill to their Town Brook ford, and the 
Howland House. Here also are good beaches 
with warm south shore water for bathing; there 
is good fishing too. 


Salem—To the North 


To the north there is Salem. Here one can see 
the mid-seventeenth century steep-roofed homes, 
the modest, prim gambrel roofed dwellings, snug 
and tidy, the square Assembly Hall for society 
events, the Public Library, and the homes for the 
aged—all established in finely preserved old 
houses once bustling with the life of prosperous 
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The Pioneers’ Village, Salem, Massachusetts 


Above: Pillory Above: Interior 
and Stocks 


of one of the 
Houses 


Center: Thatched Houses and Soap Kettle 
Left: Interior of one of the Houses 
Right: The Ruck House and The Ship “Arbella” 
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Salem families. Several homes here are public 
exhibition houses, noted either for their unusual 
woodwork, or for their intimate family treasures. 
In recent years, Salem has carefully reproduced, 
on a most appropriate waterfront location, that 
little early settlement “The Pioneer Village” that 
was already a real, working colony when Win- 
throp landed in the ship Arbella. 


The litterateur may wish to look for sites con- 
nected with Nathaniel Hawthorne, his birthplace, 
his desk where he scribbled, the list of incoming 
and outgoing Salem craft at the Custom House, 
his temporary home where he wrote the “Scarlet 
Letter,” or the “House of Seven Gables” which 
he frequented, and so was moved to write the 
novel of that name. The architect visiting Salem 
is perhaps the most favored of all, for streets are 
lined with such a variety of types that he may 
spend days on end and never exhaust the field of 
research. The historian has also endless material 
in the Essex Institute with portraits, costumes, 
silver, china and stacks of reference material on 
early history and voyages to the Far East. Just 
across the street from this Museum and Library 
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is the famed “Peabody Museum” with hall after 
hall of souvenirs from Salem voyages to remote 
islands, early nautical instruments, figure-heads 
that bucked the winds in Oriental seas, and por- 
traits of the steady-eyed owners of the ships. This 
Museum has a notable collection of Japanese 
ethnology. It is one of the most important marine 
museums in the world. 


Salem’s Town House Square, always the focal 
point for the Town’s activities from early days, 
is now a bustling criss-cross of supervised traffic. 
It was here the little First Church stood; the old 
State and Court House, the pillories and stocks, 
Just yonder was the place where witches were 
“tried.” A couple of generations after that the 
Provincial Congress met here. And later still, 
Hawthorne paused and meditated over the “Rills 
from the Town Pump.” Bowditch, whose works 
on navigation are still standard, lived almost in 
sight of this spot in his later years. There are 
countless other associations. 


Continue North to Gloucester and Cape Ann 


This picturesque seaport town on the Massa- 
chusetts north shore has many attractions that 
will appeal. There is a romance about the sea 
that appeals so much to young and old alike, and 
perhaps therein lies the reason why so many who 
come to the north shore of Massachusetts dur- 
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Faneuil Hall, Boston 


ing the months of summer journey to Gloucester 
on old Cape Ann. 


For Cape Ann is at the end of the North Shore 
Drive as you motor down from Lynn through 
Swampscott to Salem and Beverly, thence to Man- 
chester and Magnolia where begins the Cape Ann 
Trail—a fifteen mile stretch of highway that car- 
ries the visitor now along the open ocean, and in 
a few moments later through a wooded inland 
road that gives a fleeting touch of country—en- 
joyed all the more in its sudden change and con- 
trast. At nearly every point along the shore of 
Cape Ann, the rugged coastline affords a natural 
setting for a glorious sea-view—rocks and 
beaches. There is no suggestion of monotony. 
To the contrary, the beauty and charm of Cape 
Ann is in its wondrous variety—its interesting 
places and objects. 


And to it all is added the traditions and ro- 
mance that 300 years of struggle with the sea 
has inspired—for Gloucester still, as in the years 
that have built her history, is a fishing port. Its 
wharves, its fishing vessels, the men who work 
on these wharves and man her boats—all add a 
touch of the romance that appeals and makes so 
interesting to the vacationist this section of the 
north shore. 


In all, Gloucester and Cape Ann is really Vaca- 
tion Land. It has the charm of inland country 


House of Seven Gables, Salem 
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combined with seashore and as an ideal summer 
resort, it offers all the enjoyments that appeal 
to the most exacting vacationist; bathing, boat- 
ing, golfing, fishing, riding, motoring over good 
roads, pleasant walks. Its scenic beauty, its de- 
lightful summer climate, the friendship and hos- 
pitality of its people—these are the things that 
have appealed to the summer tourist and vaca- 
tionist and have been the reasons why he returns 
year after year. 


Concord and Lexington 


One should not miss the trip to Concord and 
Lexington to see the site of the fight which in 
1775 began the Revolution. Even today, mention 
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Bunker Hill Monument, Charlestown 


of “The Minute Men” makes us thrill with pride 
at the courage and self-sacrifice of our forefathers 
who made possible this great country of ours. 


Come Early and Stay Late 


These are only a few of the scenes and sights 
that await the Convention Delegates in Boston 
next September. Plan to come early and stay 
late so that you may not only participate in the 
program proper of the forty-second annual con- 
vention of the American Hospital Association but 
may enjoy the many additional activities await- 
ing you. On to Boston Next September! 
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Is Formal Training Necessary for Medical 
Record Librarians? 


EDGAR CHARLES HAYHOW, M.A., B.C.S. 


has now reached a point to require a specific 

technical background for one to perform sat- 
isfactorily the details assigned to the record de- 
partment. The approach to formal training of the 
record librarian is the same as training in any 
other comparable field. 


Ts position of the medica] record librarian 


Every vocation worth salvaging experiences 
a struggle for social survival. Since the history 
of time this process of refinement has seemed 
necessary to establish and identify any specialized 
activity. 


New Concept of Hospital Administration 


With the turn of this century, a new concept of 
hospital administration became manifest. The 
hospital organization, per se, began to identify it- 
self as a dynamic instrument for public good. 
Perhaps one of the most significant changes, if 
not the most significant, has been the formation 
of standards of performance to assure and meas- 
ure effective organization and management in the 
light of good medicine and good administration. 


Education has played no little part in this trans- 
formation. Hospitals, too, have had their renais- 
sance and administrators are now forced to pro- 
duce definite criteria in support of any function 
to merit public approbation, be it of medical, so- 
cial, or economic significance. 


The Patient’s Record Defined 


The documentation of hospital performance is 
the patient’s record. The department supervising 
the depository for these records has the key to the 
compendia of all that is past in the life of the in- 
stitution itself. These data are mute evidences of 
the past; they interpret the present and may or 
may not be called upon to chart the destinies of 
medicine of the future to meet the changing field. 


Those who have witnessed these changes appre- 
Presented before the New Jersey Association of Record 
Librarians. 
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ciate the difficulties on the part of those pioneers 
who, despite obstacles, possessed sufficient mental 
drive and physical fortitude to demand better 
tools and methodology in keeping with the growth 
of modern medicine and the demands of new dis- 
coveries and scientific advances. 


Training of the Record Librarian 


It is with this in mind that I approach the for- 
mal training of the medical records librarian. His- 
torically, libraries in general and hospital record 
rooms in particular required no classification sys- 
tems as no medical nomenclatures or coding means 
were available for installation. Your experience 
with the struggle to locate a chart of yesteryear 
is too indelible to warrant my elucidation. 


By this token I took the occasion some years ago 
to undertake a study to determine as to just what 
equipment, other than a bed, was required for the 
physician in the hospital years ago. For no obvi- 
ous reason, the year 1880 was chosen. Conditions 
of cancer and pneumonia were selected. It is not 
necessary to go into specific detail concerning the 
average length of stay, end results or attempt to 
describe as to how the final diagnoses conformed 
to the 150 varieties of malignancies recorded to- 
day, other than to report in this regard that out- 
side of the routine operating procedures, only one 
laboratory examination was recorded, incidentally 
as a part of the chart and not as a separate form. 


The charts in this institution at that time were 
the check off form consisting of two sheets. I 
only mention this to emphasize that the record 
librarian of sixty years ago apparently needed no 
special training if her entire “armentarium” con- 
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sisted of two sheets of the check off type. It cer- 
tainly is a far cry from the record room of today. 


Obviously, formal training is necessary. The 
statement is made unequivocally. It is also made 
with feeling for some twenty-three years ago, as 
an attache of the American Army, I suddenly 
found myself in charge of a record room of a 2000- 
bed hospital in France under the jurisdiction of 
the British Expeditionary Forces. 


My introduction into the knowledge of medical 
nomenclature came through the exposure method. 
The only diagnoses at our disposal were those 
copied by corps men from medical records affixed 
in celluloid containers on the patient’s tunic. 


I shall never forget two diagnoses which took 
the better part of a day to decipher—one for 
“divided sputum” and the other for “inconveni- 
ence”; the correct diagnoses were finally deter- 
mined as “deviated septum” and “incontinence.” 


Two Definite Sources of Training 


Consequently, it is my opinion that two definite 
sources of training be provided: (1) to train the 
medical record librarian of the future; and (2) to 
devise a method whereby qualified women now 
employed may attain a sound knowledge of the 
basic principles and methods essential for effec- 
tive record room service based upon accepted 
criteria. 


With such a program in mind, it is fortunate 
that the motivation for trained personnel has been 
prompted by the New Jersey Association of Rec- 
ord Librarians and now has found its way into 
the confines of the record room department. 


For the past few years the Association of Rec- 
ord Librarians of America has held examinations 
for registration. Anyone familiar with these ob- 
jective examinations appreciates they are a far 
cry from a sinecure; in my opinion, they are as 
representative of any test material demanded of 
the most exacting of professional callings. 


It is assumed of course that the percentage of 
success and failures for persons taking these ex- 
aminations have been consistent with similar test 
experiences in other technical fields when at- 
tempting to evaluate competency. There is a pos- 
sibility of making tests so difficult as to exclude 
the person well integrated into the practical as- 
pects of the job because of a long association with 
it. Experienced librarians who have passed this 
test may well take their place in the ranks of the 
pioneers of their calling. 


Much has been and is being discussed concern- 
Ing accreditation. Such registration may come 
within the jurisdiction of the state statutes or be 
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within the province of each profession. However, 
despite the merits attained through such recogni- 
tion on the part of these authorities, formal train- 
ing has very definite value to the institution and 
the clientele which it, in turn, services. Formal 
training of the record librarian brings an enrich- 
ment to the organization and fosters a liaison 
service of immeasurable value to the physician, 
the attorney, the administrator or whoever may 
seek information through this source. 


There are three approaches to every functional 
activity—the job, the person assigned to the job, 
and the method determined to measure the effec- 
tiveness of the performance. It is necessary for 
every training program to take these factors into 
consideration. 


Naturally, before any formal program can be 
developed, it is obvious that a thorough job an- 
alysis be considered. It is not necessary for me 
to go into detail to discuss here the multitudinous 
functions demanded of the record librarian in the 
well organized hospital of today. Suffice to say, 
however, that some form of training is necessary 
if any effecti¥e performance can be expected. 


Formulating the Aims and Objectives of the 
Training Program 


If the position of the medical record librarian is 
to be.raised to the level of professional standing, 
it is reasonable to demand that definite aims and 
objectives of the training program be formulated. 
It is in the light of these objectives that the effec- 
tive performance can be measured. Any program 
of hospital standardization must be developed in 
relation to the patient, the physician, the hospital 
and the community. The subject matter of the 
training program must provide an opportunity 
(1) to give the student an understanding of the 
hospital as a whole; (2) to permit an understand- 
ing of the place the record room has in the hos- 
pital structure; (3) to become familiar with the 
basic principles and methods of record room serv- 
ice; (4) to prepare a sound foundation for spe- 
cialization; and (5) to prepare for positions on 
higher levels. 


The field of library service has done much to 
establish formal training courses throughout the 
country for preparation of its personnel. Many 
colleges have instituted courses in their curricula 
leading to baccalaureate and graduate degrees in 
public and special libraries fields. It seems logical 
that the medical record librarian has become an 
integral part of the latter group. This is espe- 
cially so if the trained student can look forward to 
employment in the professional library of the hos- 
pital and if called upon to concentrate her efforts 
in the specific field of medical reference, abstract- 
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ing, extracting, research, ghost writing or disease 
surveys. In studying these curricula, it is inter- 
esting to mention that while no formal credit is 
granted for acquired technics of shorthand or 
typewriting, no degree is granted until the student 
shows definite knowledge of these skills. 


Basic Prerequisites 


All professional schools require certain basic 
prerequisites before any concentration towards 
specialization. The designed courses for the 
medical record librarian prove no _ exception. 
These required courses in the main are lan- 
guage (with two years of Latin required), biolo- 
gy, physics, chemistry, zoology, psychology, so- 
ciology and medical terminology. While no one 
could possibly take exception to the value of such 
courses for a scientific background in this chosen 
field and certainly not penalize anyone for attain- 
ing a high degree of knowledge in these subjects, 
it is my opinion that the course itself should em- 
phasize more practical application to the specific 
demands of the actual job in operation. The posi- 
tion calls for a high appreciation of the intangi- 
bles and tests should be developed to measure the 
potential qualities of interest, accuracy, profes- 
sional attitudes, personality and aptitudes. Given 
these basic qualifications and recognized intelli- 
gence, special training in Latin. roots, prefixes, and 
suffixes can be of inestimable more value than any 
knowledge obtained in two years of high school 
Latin. However, that is a minor point. 


It must be realized that some six thousand hos- 
pitals, many under one hundred beds, require 
trained record room personnel and what may be 
requirements of the large teaching hospital need 
not necessarily apply to all the hospitals in the 
country. 


It is for this reason that I am firmly in sym- 
pathy with the practical training courses given in 
various hospitals throughout the country. In New 
Jersey we are fortunate to have an excellent 
course now available at the Orange Memorial Hos- 
pital under Miss Vera Emery’s direction. Miss 
Emery has repeatedly emphasized the importance 
of employing the hospital as the teaching center 
where training, practice, and experience can be 
accomplished under supervision. Such courses 
specialize in the main in giving the student a thor- 
ough training in the science of record keeping and 
medical librarianship, a knowledge of tools and 
methods, in practical record room administration, 
fundamentals of cataloging and classification sys- 
tems, library organization and procedures, and 
legal aspects of medical records. For hospitals 
not in a position to offer physicians stenographic 
assistance a course of hieroglyphics could well be 
inserted in the curriculum, as a tool to decipher 
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some of the information contained on charts 
which have found occasion to pass across my desk. 


It is felt that theory is necessary but practical 
exposure is essential. 


Practical Training Courses in University 
Affiliated Hospitals 


In this direction I am wondering if it would not 
be possible to provide practical training courses 
in hospitals affiliated with recognized universities 
offering a library course leading to a degree upon 
the completion of accepted student practice 
courses in, residence in approved hospitals. This 
could be designated as the laboratory method. It 
seems logical that such a course might be accept- 
able to colleges, hospitals and the national associa- 
tion of librarians. This could develop into a plan 
to classify various ratings for personnel in vary- 
ing sizes and types of institutions, such as is now 
done in the library field for, to repeat, what may 
be necessary for the director in the large medical 
school hospital need not necessarily apply, by and 
large, to the field as a whole. In the first instance, 
the librarian requires a thorough knowledge of all 
the functions of university and hospital organiza- 
tion and a basic training to analyze, interpret, and 
evaluate medical data. She may be required to 
teach student nurses and to prepare studies re- 
quiring statistical correlations which could not be 
expected of the average qualified librarian for the 
average sized hospital. 


With this in mind, I revert to the worker al- 
ready in the field. Special institutes and confer- 
ence courses could be arranged under competent 
authority and taught by persons of recognized ex- 
perience, where students could be thoroughly 
grounded in the preparation of statistical reports, 
the organization and planning of record room 
function, preparation of staff meeting agenda and 
the basic knowledge of the medicolegal aspects of 
the patient’s record. With the increasing develop- 
ment of legislation in the interest of hospitals and 
patients, it is becoming more and more essential 
for the librarian to acquaint herself with the basic . 
information included within the laws in question. 
All administrators would welcome such assistance 
and cooperation. 


If such a program can be developed as the ulti- 
mate of record room practice, some methodology 
will be necessary to evaluate successful perform- 
ance. The taking of courses and possibly the at- 
tainment of a university degree is not enough. 
Nurse training supplementing secretarial train- 
ing is not, per se, sufficient. Scales to rate effec- 
tive accomplishment will need to be devised. Basic 
courses, examinations, experience, special apti- 
tudes, are factors to be considered. 
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The medical record room field can continue to 
expect to attract qualified and capable young 
women to its fold. There should be closer liaison 
between the secondary schools and colleges to in- 
form young women of the advantages of this work 
as a career and what courses should be taken as a 
preparation for it. Employment conditions are 
attractive; salaries are commensurate with the 
other professional fields of similar intellectual and 
academic standings; the field offers prospective 
students a career alive with interest and possibili- 
ties of public service. 


It is my understanding that the Association of 
Medical Record Librarians of America is plan- 
ning a state registry as a means to aid qualified 
record librarians in securing positions. Such an 
agency should be given wide publicity in hospitals, 
not only because of its significant service in estab- 
lishing a bridge between the prospective applicant 
and the job but assuring prospective employers of 
trained personnel who have passed the rigid test 
of professional supervision and have accredita- 
tion to substantiate it. The time is not in the too 
far distant future when such accreditation will 
be and should be required. 


Summary 


An attempt has been made to approach a plan 
to train the medical record librarian of the fu- 
ture. Certainly, the position has social signifi- 
cance. Care must be exercised, however, not to 
foster over specialization. The medical record 
room is an integral part of a functional whole— 
the hospital. Too mechanized teaching and too 
much attention to technical preparation may lead 
to rote thinking. No one is more isolated than an 
isolated isolationist. The standards of the record 


department have been well defined by the Amer- 
ican College of Surgeons. Its manual of stand- 
ardization is a living document to Doctor Malcolm 
T. MacEachern and should be the “Bible” of the 
librarian’s daily professional practice. More and 
more, the record librarian’s influence in medical 
practice in general and hospital practice in par- 
ticular will be felt. May it be possible to use and 
to interpret the data at her disposal and to throw 
light upon what are significant facts as recorded 
within the pages of the patient’s records. The ad- 
ministrator today needs more and better guidance 
from within the department itself. He is recep- 
tive, in fact solicits ideas and original thinking 
if it lends to improved organization and a more 
enlightened records department. He, too, regrets 
the fact that occasionally the librarian needs to 
assume the role of policewoman towards the ac- 
complishment of more adequate records, and wel- 
comes any training which will alleviate such 
situations. 


It is a privilege to be so intimately associated 
with the romance of medical documentation. Pa- 
tients charts need not be stale records only to be 
filed to collect dust with the passing of the years. 
They are living abstracts awaiting scientific in- 
vestigation. 


It is well said that.a hospital is no better than 
its records. By projection, it can be assumed that 
the thoroughness of a patient’s record is indica- 
tive of the person responsible for it. Yet, in the 
last analysis, any hospital, and by that, any rec- 
ord room, can be only as articulate as the vision 
of those persons ultimately responsible for it and, 
in all fairness, to the institution’s attendant 
exchequer. 


Perhaps my canvas presents the Utopia. 
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Hospitals and the Bureau of Census 


Dr. Halbert L. Dunn, chief statistician for 
Vital Statistics of the Bureau of Census, Wash- 
ington, calls attention to the fact that “The Bu- 
reau of the Census collects and publishes data on 
deaths occurring in hospitals and other institu- 
tions. In order to compile these data, a list of 
institutions showing types of institutional service 
and control was prepared. 


“We have found it necessary to supplement this 
list with new and previously unidentified institu- 
tion names reported on death transcripts. To in- 
sure the accuracy of the institutional classifica- 
tions of service and control of this extended list, 
the Bureau is asking all institutions to provide 
the necessary information on the attached ques- 
tionnaire. A postage-free envelope is enclosed 
for your answer.” 
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Northwestern University Receives 


Bequest for New Hospital 


Under the terms of the will of Mrs. Margaret 
Gray Morton, widow of Joy Morton, founder of 
the Morton Salt Company, Northwestern Uni- 
versity has been bequeathed $2,000,000 for the 
erection of the Morton Memorial Hospital. The 
new hospital will be erected on the Chicago cam- 
pus of the university and will be the fourth med- 
ical unit on the downtown campus. 


~~ ._—<—_——_. 


Rev. Paul Wendt Resigns 


The Rev. Paul Wendt, superintendent of the 
Evangelical Deaconess Hospital, Milwaukee, Wis- 
consin, since 1931, has tendered his resignation 
to return to the ministry. 





Looking Into the Future—Legislation 


HOWARD BURRELL 


permit one with some degree of accuracy to 

predict future trends and the results of the 
same on future legislation involving the field of 
activity in which we are interested. A translation 
of the future from a consideration, of the present 
will therefore be attempted. 


Premio trends are so clearly defined as to 


The outlook as it appears is not a bright and 
rosy one. It is clouded with uncertainty and tur- 
moil. It is fraught with danger and risks. Mass 
psychology and political opportunism will for a 
long time be important forces in the legislative 
forum. Established private institutions will be 
required to use every resource to safeguard their 
welfare and avoid almost certain encroachment 
and increased competition from political institu- 
tions. 


Legislative Trends 


Let us look at the legislative trends which have 
surrounded us for the last few years and continue 
to remain with us. There are two sources of actual 
legislation, commonly called judicial legislation 
and statutory legislation, and the layman is often 
prone to consider the legislature and not the 
courts as the only source of the rules and regula- 
tions under which he lives. However, the courts 
in the judicial interpretation of the law have been 
almost as great a factor in establishing rules and 
regulations for the conduct of society as have been 
the legislatures. As an example, you are all un- 
doubtedly familiar with the rule of the charitable 
defense in negligence actions but probably few 
of you realize that only one state in the Union 
has any words on its statute books in respect to 
this ruling. 


Trend of Judicial Legislation 


The trend of present judicial hospital legisla- 
tion is one which is requiring more and more that 
hospitals render a strict accounting of their con- 
duct and is one which is placing their services, 
insofar as legal rights and liabilities are con- 
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cerned, on. a par with ordinary commercial enter- 
prises. No better example of this statement can 
be given than the recent decisions of the Califor- 
nia Supreme Court in the cases of Silva vs. Provi- 
dence Hospital and England vs. The Hospital of 
the Good Samaritan, wherein for the first time in 
this state it was held that the charitable defense 
did not exist and that nonprofit charitable insti- 
tutions were accountable for their conduct on the 
same basis and to the same extent as any other 
institutions. Recent cases from other jurisdic- 
tions show quite clearly that the trend throughout 
the nation is in accord with the aforementioned 
decision. The courts are making rules of conduct 
as well as the legislatures. 


Other examples of judicial legislation are all 
about us. Twenty years ago there would have 
been no doubt that the administration of anes- 
thesia by a graduate nurse was the practice of 
medicine; today there is no doubt that such pro- 
cedure is not the practice of medicine. Twenty 
years ago there was no doubt that the administra- 
tion of hypodermics by a nurse was the practice 
of medicine; today there is little doubt that such 
procedure is not the practice of medicine. Twenty 
years ago there was no doubt that the administra- 
tion of an intravenous injection by a nurse was 
the practice of medicine, and today it is quite 
doubtful whether it is or is not. Each of these 
changes in the law took place without any legis- 
lative action and solely through judicial inter- 
pretation. Thus, the courts must be considered 
as a very important factor in the development of 
the law affecting hospitals. 


Trends in State Legislatures and Congress 


We will now turn from judicial legislation to 
a consideration of the trends being exhibited by 
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legislatures, both in the state and national gov- 
ernments. During the last ten years paternalism 
in this country has increased more than during 
the entire period between the founding of our 
nation and the year 1930. Congress and each 
state legislature have been factories operating at 
full capacity turning out paternalistic legislation. 
We are now told how many hours we may work, 
what wages we may pay, and an attempt was 
even made under NRA to govern at what prices 
we should sell our products. We are surrounded 
in every activity with rules and regulations and 
changes therein. are continuous. A few years 
ago a citizen with gold coin and liquor in his 
pockets was a criminal because he was in posses- 
sion of the liquor. Today he may be a criminal 
because he is in possession of the gold coin. 


The tendency of legislatures to rule and regu- 
late the most minute affairs of society was never 
as pronounced in our country as it is today, and 
there is nothing to indicate any surcease there- 
from. We all know that the causes for this accel- 
eration in the promulgation of rules and regula- 
tions are the social and economic conditions that 
came about as a result of the excesses immediately 
preceding them. It would serve no useful purpose 
to discuss these conditions, for we are all familiar 
with them. Unemployment, old age without se- 
curity, drastic competition in depression-starved 
markets, poverty and destitution have been the 
social and economic conditions that have brought 
about the judicial and statutory legislative activi- 
ties which have just been mentioned. 


Social and Economic Conditions That May 
Influence Legislation 


Now let us turn to the future and see what 
social and economic conditions are to be expected 
as a cause or influence for future legislation. It 
is my belief that unemployment will always be 
with us and that this nation will always have 
present an unfortunately large portion of its 
population among the unemployed. The constant 
lowering of the birth rate and the prolongation 
of life expectancy is making us into a nation of 
elders, so we can expect the old age problem to 
remain and to become more intensified. The ter- 
rific debts that federal, state and municipal gov- 
ernments have amassed are to be translated into 
a future of increased and burdensome taxation. 
Many, by far too many, of our people have been 
told to look to the government for their living 
and we might as well realize right now that this 
condition will continue. Taxation, regulation, and 
restriction have and will continue to level off in- 
comes and reduce them. The social and economic 
Conditions of the next generation are not to be 
envied. 
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The type of political conditions that flow from 
social and economic conditions of the character 
just mentioned have already evidenced them- 
selves. Mass psychology becomes the ruling force. 
Demagogues, not statesmen, take the helm of 
government. The candidate who promises most 
goes farthest. More and more persons enter the 
fields of politics and more and more people enter 
government employ. Paternalism thrives. Rules 
and regulations increase. Commissions and de- 
partments are born. Business and the affairs of 
the people are more and more controlled and 
regulated. The support of larger and larger per- 
centages of the populace by the government under 
the guise of relief, public work programs, parity 
payments, subsidies and other names is evident. 
Last, but certainly not least, government goes into 
business and becomes a tax-supported competitor 
in almost every type of endeavor. 


Influence of Political Conditions on Legislation 


Bad political conditions make bad legislative 
conditions. The introduction of unsound legisla- 
tion is to be expected and such unsound legislation 
will surely affect hospitals and the practice of 
medicine. 


We are seeing programs offered to open tax- 
supported hospitals to all of the public and we 
can certainly expect an intensified activity in this 
field. There are large groups, particularly in the 
agricultural communities, who desire such a pro- 
gram and they have rather potent arguments in 
their favor. Legislation opening the doors of 
hospitals to all is obviously most detrimental to 
private hospitals and must be prevented if 
humanly possible. There are many valid and real 
reasons why this legislation is unsound but it will 
eventually become a part of the law unless a 
forceful and intelligent effort is made by the 
opposition. 


We are also seeing state medicine knocking at 
our doors. This legislation was defeated in Cali- 
fornia in the last legislature and its proponents 
are now attempting to place it on the ballot. 
California and the other states will hear much on 
this subject. There is neither time nor necessity 
to discuss the many arguments pro and con in 
respect to state medicine and the conditions that 
have brought it into prominence or the dangers 
to hospitals and medicine that lurk therein. It is 
clearly apparent that the future will bring the 
need of a long and continuous campaign of effort 
and education to finally defeat enactment of legis- 
lation creating state medicine. 


Other Legislative Hazards Affecting Hospitals 


It is easy to foresee other legislative hazards 
affecting hospitals. As an example, the last reg- 
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ular session of the legislature of California saw 
bills introduced requiring hospitals to retain 
charts for three years and to exhibit them to all 
persons concerned under penalty of a fine for 
failure so to do, providing for the repeal of Chap- 
ter 11 (a) of the Insurance Code under which 
hospital service plan corporations are authorized, 
and requiring all private hospitals to open their 
facilities to all persons without discrimination and 
to permit any persons, including chiropractors, 
naturopaths and faith healers to treat patients 
therein. We will surely hear from the proponents 
of these and other bad examples of legislation 
many times in the future. 


What Organized Effort Can Accomplish 


This brings us to a consideration of what can 
be done in this dilemma that our future is pre- 
paring. Certainly hospitals alone cannot hope to 
change the social, economic or political trend, but 
just as certainly they can influence the effects 
thereof insofar as they are concerned. This can 
be accomplished by organization, vigilance, and 
education. No one hospital can do much by itself 
but all hospitals united and standing together 
can establish themselves as a real factor operating 
for the benefit of each hospital. The problems 
that are to be faced will affect all of us, and cer- 
tainly all of us should shoulder the burden of 
doing everything within our power to cause the 
answers to be as beneficial as possible and to 
avoid the same operating to our detriment. Too 
much emphasis can not be placed on the need of 
organized effort. 


Education 


Organized hospitals can accomplish great re- 
sults by education. The public should be told 
more about their problem and good public rela- 
tions should be fostered in every way. Sound 
publicity, charitable activities, participation in 
community enterprises and numerous other means 
are available for use in creating good public rela- 
tions. Education, however, must not stop with the 
public. Organized hospitals will have to educate 
their legislators. It is sincerely believed that not 
one present legislator out of twenty-five has any 
real information about the problems of hospitals. 
The legislator who does not know will make mis- 
takes. Therefore, it is most important that a real 
and earnest campaign be started and continued 
for the purpose of having as many persons in 
public life as possible understand the difficulties 
of hospitals and assisting in the solution thereof. 


Hospitals as Leaders in Hospital Legislation 


Another activity that should be pursued is that 
of offering intelligent legislation in advance of 
crackpot legislation. This is a preventive rather 
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than a curative practice and one of the greatest 
importance. When conditions grow up in society 
which require legislation to correct, there is going 
to be legislation offered for this purpose. It can 
just as well be good legislation as bad legislation, 
and it certainly behooves the hospitals to make 
every effort to see that sound bills are introduced 
for the purpose of regulating conditions with 
which they are familiar. When hospitals stand 
by with knowledge of conditions that should be 
corrected and permit unsound legislation to be 
introduced for that purpose they have only them- 
selves to blame and are deserving of little sym- 
pathy. Hospitals must be the leaders in hospital 
legislation and failure to realize and act upon the 
conclusion will be costly and dangerous. 


Vigilance 


Eternal vigilance will be a part of the price for 
the protection of hospitals from the influences we 
are discussing. All legislatures and all legislation 
must be carefully watched. Every bill introduced 
in any \law-making body must be carefully 
scrutinized. This also requires organization and 
should be a very important phase of the activities 
of the future and never neglected. It is my firm 
conviction that should hospitals know well in ad- 
vance of the consideration of unsound legislation 
that through concerted effort and with the help 
of their many friends they would be able to defeat 
it. Hospitals must be alert and active in the fu- 
ture and abandon any sense of security that they 
may have. 


Objectives of Hospital Service Plans and Their 
Influence on Legislation 


Another most important activity on the part of 
hospitals must be the reduction of the impact of 
the financial blow to the ordinary citizen that 
accompanies the necessity for hospitalization. 
There is no doubt that in this country medical 
services and hospitalization are denied a great 
many of its citizens by reason of the present costs 
thereof. The very poor and the paupers receive 
medical and hospital service from the government, 
but they only constitute a relatively small per- 
centage of the population. There is a crying need 
for the bringing of medical and hospital service 
to large groups of our society on a basis where 
it can be acquired through other than charitable 
means and at a cost within their reach, and unless 
medicine and hospitals do something about this 
problem there is not the slightest doubt that leg- 
islatures will. The reality of this need is fully 
evidenced by the great public interest in and ac- 
ceptance of medical and hospital service plans 
throughout the United States. 


It is very encouraging to observe hospitals mak- 
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ing the effort now being made by them in connec- 
tion with hospital service plans. This is a real 
step forward and probably the most important 
step that has ever been taken in the field of hos- 
pital administration. It is a definite answer to a 
definite need and will undoubtedly operate as a 
preventive of the serious consequences that would 
follow should that need not be answered. It is 
easy to become unusually optimistic and enthusi- 
astic over the many and real advantages that 
will flow to all hospitals from their efforts being 
made and to be made in establishing and extend- 
ing hospital service plans. Let us never relax in 
the activity of bringing hospital service to all of 
the people, for every bit of the energy applied and 
used in this field will bring rich rewards. 


Prognosis of the Future 


You may all feel that my prognosis of the fu- 
ture is most gloomy and that my forecast of 
storms in the offing is quite discouraging. I will 
conclude by stating again that there are definite 
remedies for the troubles of the future and that 
these troubles can be satisfactorily avoided or at 
least minimized by organized effort, by alert and 
vigilant attention to our problems, by continuous 
education of the public and those in public life, 
and by increased activities in bringing medical 
and hospital service to the many who are clamor- 
ing at our doors. Our success will be measured by 
our understanding of our problems and our 
achievements will be measured by our efforts. 





Anesthesia in High Altitudes 


In order to make it clear what we are dealing 
with in high altitudes, we must understand some 
of the atmospheric conditions to which a person 
must become acclimated. 


It is a well known fact that aviators experienced 
distress from anoxemia above 15,000 feet altitude 
and that the government prohibits fiying above 
this altitude without supplementary oxygen. At an 
altitude of 25,000 feet aviators experience tubular 
vision and dropping to a lower altitude removes 
this sensation. On top of Pike’s Peak, which has 
an altitude of 14,000 feet, it takes thirty minutes 
to soft boil an egg. At 7,000 feet it takes one and 
one-half hours to cook potatoes or bake bread. 
Atmospheric pressure that creates these differ- 
ences are also reactive in the human body. Baking 
is done in a closed oven and gas anesthesia is de- 
livered by a closed system. While manufacturers 
of gas machines claim that altitude makes no dif- 
ference theoretically, practically it has been 
proven that the atmospheric condition to which 
the patient is accustomed in their every day living 
must be approximated within the gas machine 
circuit. 


To show the difference in concentration between 
5,000 and 10,000 feet note the differences as dem- 
onstrated by actual experience. In Leadville and 
Cripple Creek, Colo., it is almost impossible to get 
a patient to sleep with ether and chloroform when 
poured on the mask with a seemingly reckless 
abandon. Cyclopropane more nearly approaches 
chloroform in its potency and action. In the Pres- 
byterian Hospital in Denver (5,280 feet) it has 
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practically replaced nitrous oxide and oxygen as 
is evidenced by these statistics. 


Because cyclopropane found such immediate 
favor it has been used extensively since June, 
1935, and ethylene has been entirely discontinued. 
Ethylene anesthetics decreased at the following 
rate: 1935 the number was 93; 1936 the num- 
ber was 13. In 1937 the number was 10, so after 
obtaining manufacturers’ approval helium was 
placed on the ethylene bracket. 


The following table demonstrates graphically 
the popularity of cyclopropane as a high altitude 
anesthetic agent. 


Anesthetic 
Agent 


Ether and 
Choloform 


1935 1936 1937 1938 1939 1940* Total 





««. 60 519 414 427 468 92 

85 42 49 3:7 2 
Cyclopropane, 02 308 935 1,041 905 999 451 
Rectal, Avertin.. 19 35 49 56 42 14 
586 567 515 595 192 


*Record for Jan., Feb. 1940. 


In regard to pre-operative medication I find 
that dilaudid compliments cyclopropane more 
than do the barbiturates or any other pre-opera- 
tive medication. Danger from static in this 
mountainous region is guarded against by employ- 
ing well-built-in air circulating system which pre- 
vents stratification of gas. We also feel that a gas 
machine where the gas flows through water is 
the only safe machine to use in this territory. 


Ethel F. Currie, Anesthetist, 
Presbyterian Hospital, Denver, Colorado. 
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Safety-Mindedness in the Hospital 


ELLARD L. SLACK 


are constantly improving, human nature has 

not changed. Safety-mindedness of course 
has to do with people. Neither machines nor any 
other forms of hospital equipment have minds. 
Machines and equipment are the offspring of many 
minds through many years of effort. 


S OMEONE has remarked that while hospitals 


The mind that created the first radiological 
machine has long since faded into the shadowy 
past but the thing it developed will be forever 
with us, refined and perfected year after year, 
decade after decade. We sometimes pause to 
wonder what the great minds of the next century 
will bring forth for the benefit of mankind. 


But all the progress made in this machine age 
has not seemed to lessen the inconsistency and 
undependability of human nature. Installation of 
the most efficient, supposedly foolproof device 
gives no guarantee that the person charged with 
its operation will not fail in one disastrous fleet- 
ing second, rendering it worthless. 


We can devise stringent rules, iron-clad laws, 
and drill them into the minds of our personnel 
but there is no rule which will prevent a mind 
from functioning improperly in a critical moment. 


The Greatest Safety Device 


If science cannot give us robots to operate our 
hospitals—robots for visitors, too, for that matter 
—what then? 


The greatest safety device is located just above 
the shoulders but it must be watched over with 
all the care given to a finely adjusted instrument. 


I think it obvious that in accident prevention 
our problem is not so much a matter of equip- 
ment as of personnel. If that be true, then the 
problem belongs on the desk of the administrator. 
And his job is to eliminate to the highest possible 
degree the chance of human failure. For the sake 
of self-preservation if for no other reason, his 
first move will be to build a personnel machine as 
perfect as human nature will permit. 


Presented at the meeting of the Association of Western 
Hospitals. 
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He will promptly eliminate any element of the 
machine which proves weaker than the other 
parts—and this includes elements of high rank 
as well as low. 


Efficiency Essential to Humanitarian Service 


Lest it be thought that I am advocating a hard- 
boiled policy, let me hasten to say that such an 
attitude is furthest from my mind. As all of us 
know, the hospital—a highly specialized institu- 
tion—is first of all a house of refuge for the sick 
and this cannot be lost sight of for an instant. 
But efficiency, made possible only by constant 
watchfulness, is essential if we are to serve as 
humanitarians. 


The modern transport airplane is protected by 
many safety devices but the plane will never 
reach its destination if the pilots fall asleep at 
the controls. 


In one respect we hospital administrators have 
much in common with the pilots: we are respon- 
sible for the welfare and even the lives of the 
citizens of our community placed in our care, as 
well as our employees and visitors. 


Importance of Constant and Intelligent 
Supervision 


Constant and intelligent supervision can reduce 
to a minimum the accidents that commonly occur 
in a hospital. And prompt action when an acci- 
dent does occur may do much to prevent a re- 
currence. 


What hospital organization, however efficient, 
could have foreseen that a woman visitor would 
slip and fall on a floor made slippery by water 
dripping from an armful of flowers she carried? 
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Only a squad of guards spaced every ten feet 
could have prevented that accident—maybe. 


In the Samuel Merritt hospital we use a form 
titled “Unusual Occurrence Report.” No matter 
what the occurrence or its seeming unimportance, 
the head of the department concerned must fill out 
the report and have it on the administrator’s desk 
by the following morning at the very latest. At 
that time all witnesses are questioned and a com- 
plete report built up and filed. 


We are well aware that a minor may bring suit 
at any time before he reaches the age of twenty- 
one, hence a case may lie dormant for years before 
coming to life. The human memory being what 
it is, we take no chances; whether the repercus- 
sions from the case are immediate or come months 
or years later, all the facts are quickly available. 
Failure to make such a report in accordance with 
our rules is tantamount to dismissal for the indi- 
vidual responsible. 


The knowledge that this report is an integral 
part of our system has, I believe, a salutary effect 
on the personnel. 


But the obligation of the administrator does not 
end with the filing of the report. No matter what 
the cause of the accident is, his job is to examine 
and weigh all angles, every factor of the incident, 
with a view to preventing it from occurring again. 
No investigation can be too searching, regardless 
of how trivial the incident may seem. The next 
time it may not be so trivial! 


Causes of Accidents 


A recent study of 378 accidents in public build- 
ings involving personal injury showed the fol- 
lowing causes: 


Alleged hazardous conditions of floors........... 84 
Material failures 

Negligence of employee 

Architectural defects 

Difficulty in handling equipment 

Negligence of elevator operators 

Failure of guarding devices 

Alleged assault of employees.................6- 21 
Negligence of claimants 


Out of this total we can charge “hazardous con- 
ditions of floors,” eighty-four cases, to negligence. 
This gives us, out of the 378 cases, a total of 279 
chargeable to negligence. 


While these figures evidently were not obtained 
in a study of hospitals, they go to prove that the 
greatest hazard of all lies in personnel failures. 


We chuckle or stand aghast over the accidents 
that were common to the hospital of a few decades 
ago. Yet it is not difficult to picture a group of 
hospital executives of the not too distant future 
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expressing the same reactions to the accidents 
that are happening to us today. 


Patients falling out of bed! Goodness only 
knows how many injuries were sustained by pa- 
tients of yesterday as a result of this occurrence. 
Yet it happens today—and we know how to pre- 
vent it. 


We are told in the Transactions of the American 
Hospital Association that 62 per cent of all hospi- 
tal accidents is due to falls from beds. And this 
was reported as recent as 1937! 


Sixty-one per cent of all falls from beds is due 
to attempts by patients to leave their beds, be- 
cause of some delay in the attention they required. 


The newly arrived patient is likely to forget 
that his hospital bed is almost twice as high as his 
bed at home, and he is too weak to withstand the 
fall and collapses on the floor with a varying de- 
gree of injury. Such a patient is not mentally dis- 
turbed and his behavior is, therefore, unexpected 
by the ward staff. But the ward staff should 
bear in mind that it can happen and should warn 
the patient, and should also warn him of over- 
confidence in reaching for bedside objects, which 
is the cause of 45 per cent of this type of accident. 


Even with every mechanical safeguard acci- 
dents will occur—and with growing frequency if 
the administrator and the department heads un- 
der him are not alert every minute of the 24 
hours. In other words, a man may possess the 
finest rifle manufactured but its high quality will 
not prevent him from causing bodily harm 
through its use. This same sort of an individual 
puts his finger on wet paint to see if it is dry and 
pets strange dogs. Like war—they are always 
with us. 


Unusual Occurrences 


Needless to say, only an administrator richly 
endowed with the attributes of the gods would 
be able to guard against certain “unusual occur- 
rences.” Here is a case in point. The patients 
complained of finding small particles of glass in 
their mush. Naturally the staff practically turned 
the hospital inside out to learn where the glass 
was coming from. 


The mush in the kitchen and the mush in the 
storeroom, the sugar in the kitchen and the sugar 
in the storeroom were tested, analyzed and, I 
might add, practically spied upon, with all the en- 
thusiasm of a Sherlock Holmes. No glass. Not a 
single trace. 


The glass was found in the sugar shakers, 
which were of glass, and this gave the clue to the 
ultimate solution of this annoying mystery. 
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At last, and after much loss of sleep and the 
acquisition of a few more gray hairs, the admin- 
istrator discovered that every time a sugar shaker 
was refilled and the metal top screwed back on, a 
few grains of glass were broken off and fell into 
the sugar. It goes without saying that this type 
of sugar shaker was immediately discarded. 


No harm had resulted, by great good fortune, 
nor were there any repercussions; but no vivid 
imagination is required to picture what might 
have happened. However, that barn door was 
closed permanently, leaving the administrator 
-more safety-minded than ever. 


Which goes to show, probably, that a hospital 
administrator might well spend his evenings at 
home trying to out-guess fate. At any rate, he is 
only courting disaster when he adopts an attitude 
of “It can’t happen here!” 


Any competent hospital administrator is 
thoroughly familiar with the ordinary accident 
hazards and it is not my place here to enumerate 
them. The greatest hazard lies concealed, unsus- 
pected, and like a hungry tiger only awaiting a 
chance to spring. The chance may come at the 
first sign of negligence. 


Administering the wrong medicine—there is no 
foolproof equipment here to ward off disaster. 
Failure to watch for and detect a minor fault in 
mechanical equipment. The improper storage and 
handling of anesthetics and scores of others. 


The safety factor has reached a high plane 
where hospital equipment is concerned. Of that, 
I believe, there can be no question. The factor of 
course is lowered where a hospital has not kept in 
pace with the manufacturers, whether for finan- 
cial or other reasons. 


Safety Talks for Hospital Personnel 


The hazards largely lie hidden in the minds of 
the men and women upon whose shoulders rests 
the responsibility and upon whose skill, knowl- 
edge, intelligence and loyalty we depend for the 
conduct of our institutions. Some administrators 
have kept their staffs constantly on the alert 
through safety talks. Much information is avail- 
able. It can be presented in an interesting man- 
ner. The oldest nurse in your hospital might well 
attend such lectures, for surveys have indicated 
that she no less than her younger sister, the stu- 
dent nurse, is not infallible. 


Should a nurse, no matter how excellent her 
long record, administer the wrong medicine the 
administrator has no other recourse than to con- 
sider her dismissal. Yet she may never make that 
mistake again. It behooves every nurse to keep 
alert through exposure to lectures or literature or 
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whatever source of self-improvement is made 
available. 


Blind Spots and Hospital Hazards 


The majority of us have blind spots of one sort 
or another. Perhaps we are weak on spelling, and 
for that reason keep a dictionary close at hand. 
But no dictionary—nothing—will prevent a hand 
from reaching for the wrong bottle when the 
brain which controls that hand is out of gear, 
whether through carelessness, fatigue, or some 
other cause. 


Therefore it is our job to watch for blind spots, 
and to train ourselves to observe straws in the 
wind which may be the forerunners of a catas- 
trophe. If we cannot do this in person, we can do 
it through the eyes of our department heads. We 
can at least keep an eye on them. 


I have in mind a chef—this was a number of 
years ago—whose kitchen was a model of cleanli- 
ness—a Spotless Town. Many a visitor had mar- 
veled at it, just as patients had praised his excel- 
lent meals. One memorable day a fire broke out 
in the duct leading from the hood over his range 
and for a few minutes there were fireworks with 
trimmings in Spotless Town. 


The chef explained that in all his experience 
this had never happened to him before. It had 
not occurred to him that a thick coating of grease 
accumulated in the duct was practically an invi- 
tation to a fire. He was a demon for cleanliness— 
in fact a downright crank on the subject; but he 
had one blind spot, as we have seen. He knew 
what had happened, not what might happen. 


It is said that a dog learns by experience alone, 
and that in one year he has learned all he needs 
to know for the purposes of his existence. This 
must be true for I never heard of a dog who could 
read rules or bulletins. 


But it would seem that a man of ordinary in- 
telligence should not depend on experience alone 
to add to his store of knowledge. Were he to do so 
he would need to be hit by an automobile to under- 
stand that he could be hurt that way, in which 
case he would rank no higher than Sport, Fido or 
Rover in his ability to accumulate knowledge. 


Now I do not blame the chef entirely for that 
fire. If the fire hazard existed why had not the 
engineer—who really was responsible—warned 
him of it? If the engineer had not known of it, 
why had not the administrator told him—if he 
knew? 


Chef and engineer were guided by experience 
alone. The administrator, however, had ready 
access to a wealth of material dealing with this 
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very subject—fire hazards—and whether or not 
this had ever happened to him before, it was his 
business to know about it and to warn the chef 
and the engineer. 


As a matter of fact the National Board of Un- 
derwriters has only recently issued an important 
bulletin titled “Fire in Grease Ducts in Kitchens.” 
Naturally, the bulletin points out that the first 
prevention of the hazard is the proper construc- 
tion of the flue itself—which places the responsi- 
bility on some other individual, although it does 
not excuse the chef, engineer nor administrator. 


Beyond that I should not care to explore. Archi- 
tect, designer, builder, the schools these special- 
ists attended and the teachers thereat; their indi- 
vidual personal experience and their individual 
preferences. “Round and round she goes” .. . and, 
in the end, comes flying back to the now ageing 
administrator. 


Hospitals Are Not Accident Incubators 


I trust that some layman does not come across 
these words of mine and conclude from them that 
hospitals are accident incubators, and administra- 
tors harassed individuals doomed to an early death 
through worry. 


If I have by any chance given that impression, 
Iam sorry. 


It is probable that the hospital is freer of acci- 
dents than any other organization. I should like 
to see the figures, if any exist. 


On the other hand, we probably have greater 
responsibilities than any other institution, private, 
semi-private, or public. Ours is a high tension 
work that admits of no slipshod service. Ours is 
a public trust. We are responsible for the health 
and the lives of many. A small accident in some 
commercial establishment might take on more 
serious aspects in a hospital. 


Earning the Respect and Confidence of the Public 


In order to maintain ourselves as an integral 
part of our respective communities, we must earn, 
merit, and maintain the respect and confidence of 
not only the public we serve, but also the medical 
profession. We are merchants of health, the 
world’s most important commodity, but we are 





restricted from telling the public just how good 
our product really is. 


Consequently, the establishment of a hospital 
is a long, tedious process. Patients who like us 
will return if they require hospitalization again. 
They will advise their friends to come to us. 


If they like us, it is because every staff member 
with whom they came in contact contributed in 
some manner to their comfort and welfare and 
even good humor. That is vitally important to us. 
Just as important, however, is that bad impres- 
sions gained in one hospital are likely to be 
charged to all hospitals. We cannot stand alone; 
we march together for the common good. 


The average patient has no knowledge of the 
heavy investment required to maintain the hos- 
pital of today. He is unaware of the highly or- 
ganized staff required to administer to his needs; 
he knows only those individuals who served him 
in one way or another. He may leave the hospital 
as uninformed as when he entered but he will re- 
member with gloom any untoward happening that 
came to his attention. Thus he may judge the 
hospital by reason of unthinking brusqueness on 
the part of some minor employee, or a bit of slip- 
shod work even if it had no unpleasant conse- 
quences. 


A disgruntled patient, told that as late as 1871 
operations were performed in wards of the San 
Francisco County Hospital in full view and hear- 
ing of patients, might properly reply, in the lan- 
guage of the day: “So what!” Our job is to pre- 
vent there being any disgruntled guests. 


Certain types of lawyers get along very well 
with disgruntled patients. 


Going back to fundamentals, I believe the hos- 
pital that has achieved a high degree of coopera- 
tion among its employees is the hospital that will 
show the best record of accident prevention, of 
satisfied patients, and of bed occupancy. 


Let us grant that human nature never changes. 
It is equally true, I think, that the average 
human being responds quickly to a management 
which merits respect, good will, and loyalty. The 
administrator receives in return exactly that 
which he gives—no more, no less. 
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Price Trends in Hospital Commodities 


McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


Since our article “Price Trends in Hospital 
Commodities” was written, some startling 
changes have occurred from a world standpoint. 
The German invasion into Holland, Belgium, and 
France has created widespread apprehension, and 
in less than a week many of the speculative com- 
modities have completely collapsed.—McGill Com- 
modity Service, Inc. 


AKE no mistake about the war—the pot 
M is rapidly steaming and soon will begin 
to boil. We urge everyone to keep a cloak 
of immunity tightly buttoned against the ever- 
increasing wave of war propaganda. The lessons 
learned during the siege of World War No. 1 
should not be forgotten. The fundamental aspects 
are what really count, and in this regard the war 
to date has not begun to affect the economy of this 
nation when compared with the ultimate possibil- 
ities. War has spread like a forest fire since Sep- 
tember 1, and today the problem embraces not 
only England, France, Germany, Austria, Czecho- 
slovakia, Poland, Russia, Finland, Denmark, Nor- 
way, Holland, and Belgium, but also additional 
nations which could easily enter the war arena, 
namely, all countries surrounding the Mediter- 
ranean, the Balkan States, and the Dutch East 
Indies. Meanwhile, relations between the United 
States and Japan remain strained, and warfare in 
the Orient, fundamentally unabated. 


We do not pretend to know either the course of 
the war or the ultimate outcome. This phase is 
entirely obscure. We do know that prolonged war 
will have a profound effect upon economic trends, 
the magnitude of which is not generally compre- 
hended. At the risk of repetition keep constantly 
in mind the following basic principles: Economic 
conditions today from a world standpoint are 
vastly different than was the case a quarter of a 
century ago. This is not only true from a physical 
standpoint but applies particularly to the financial 
structure. This country stands alone as the out- 
standing creditor nation. Furthermore, over 18 
billion dollars in gold is hoarded in Federal vaults 
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which represents close to 70 per cent of the known 
world supply. Is it any wonder, therefore, that 
purchasing power abroad is impaired and that 
the Allies have resorted to a policy of confiscation 
of basic raw materials and the inauguration of 
price fixing? 


Economic Trends Sensitive to Intensified Warfare 


Because of the lack of adequate financing, the 
time is not far distant when economic trends will 
become more sensitive to the toll of intensified 
warfare. Hence, a war lasting years rather than 
months will inevitably pave the way for steadily 
mounting producing costs. Ocean transportation 
is already disrupted with the highest tonnage 
rates and insurance risks since World War No. 1. 
Skilled labor is flowing from normal productive 
channels to industries operating in the manu- 
facture of materials necessary for the prosecution 
of the war. In the course of time war will serious- 
ly impair world purchasing power and credit. 
Already taxation abrcad has reached burdensome 
levels. While there are no signs as yet of any 
inflationary characteristics, still the underlying 
trend of commodity prices in world markets is 
definitely headed upward. The black cloud of 
price inflation will steadily rise on the distant 
horizon. 


Comparing Commodity Prices 


In regard to commodity prices, the following 
comparisons illustrate in a general way the cur- 
rent position: The latest McGill Weekly Index of 
All Commodities stands 4 per cent under the peak 
of last September, 6 per cent over the level in 
effect a year ago, 18 per cent under the extreme 
peak noted in 1937, 22 per cent under the peak of 
1929, 57 per cent under the post-war peak re- 
corded in 1920, 41 per cent under the level at the 
close of the war in November, 1917, and only 5 
per cent above the price average during the year 
1914. The combination of a world war and its 
inevitable profound effect upon the supply-to- 
demand ratio of basic commodities, and the pros- 
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pect of expanding industrial activity certainly 
forms a nucleus that strongly indicates a higher 
price level. 


Of course, each individual commodity is a 
separate problem. Some will advance more than 
others. A limited group will remain under pres- 
sure. Fundamentally, however, the general trend 
is inescapably upward. There is one other angle 
that calls for consideration: For nearly ten years 
a program of economic experimentation has been 
in effect, particularly pronounced in the United 
States, but at the same time prevalent throughout 
the world. Because of impaired purchasing power 
abroad there is a united desire on the part of our 
own as well as foreign governments to hold fluc- 
tuations within bounds. 


In other words, it is unlikely that there will be 
a repetition of radical price-strength and war 
profiteering such as was the case from 1916 
through the better part of 1920. It is our belief 
that many of the speculative commodities, as well 
as commodities of foreign origin, will later on be 
subject to price fixing. We can readily conceive of 
a set maximum price level for commodities such 
as wheat (pegged since this article was written), 
sugar, rubber, copper, tin, and others of vital war 
importance. Such action would tend to modify 
the magnitude and intensity of the general price 
upswing created by economic dislocations under 
the stress of prolonged warfare, but it does not 
alter in any way the prediction that the main road 
is wide open and no important detours are ahead 
which will cause a marked delay in the trend to- 
ward a somewhat higher price level for commodi- 
ties in world as well as domestic markets. 


All Commodities 


The underlying trend moved upward during the 
first half of the month but, following Germany’s 
invasion of Belgium, Holland, and France, prices, 
particularly the foodstuffs, moved sharply down- 
ward. The speculative commodities led the de- 


cline. However, there is increasing evidence that 
the domestic slump in industrial activity, which 
during the first four months of this year com- 
pletely wiped out the sharp advance chronicled in 
late 1939, has reached low ebb, and economic bet- 
terment is again creeping into the picture. This 
situation suggests a renewal of more active buy- 
ing which in turn is bound to have a stimulating 
effect upon the price structure of commodities in 
general. This viewpoint is certainly not unsound 
when the basic fact is recognized, namely, that on 
a relative basis prices are low. 


Drugs and Chemicals 


The composite index of drugs and chemicals 
has increased moderately from a month ago, due 
entirely to recent price strength in quicksilver. In- 
cidentally, the price level of quicksilver now 
stands 89 per cent above a year ago. Imports are 
negligible as the foreign cartel has sold 1940 
production to belligerent countries. This country 
has never been. entirely self-sustaining, but profit- 
able prices have encouraged marginal producers 
to operate on an active scale. Hence, the monthly 
rate of production is gradually climbing toward 
the 3,000-flask mark which would result in an 
annual output of more than 30,000 flasks—ex- 
tremely close to our actual requirements. 


Paper Products 


The average price of paper products held stable 
during the past month. There is no problem sur- 
rounding the ability to produce, as a huge pro- 
ducing capacity is available. Stocks of finished 
paper have increased and recently the element of 
competition has been comparatively keen. The 
phase that holds the spotlight is the uncertainty 
over adequate pulp supplies. Frankly, even 
though this country normally imports large quan- 
tities from the Scandinavian countries, actual 
visible stocks plus the known producing capacity 
of Canada and domestic mills should experience 
little difficulty in keeping the supply-to-demand 


McGill Monthly Price Index for HOSPITALS 
1926—100 
May May May May May 
1933 1934 1935 1936 1937 


ALL COMMODITIES ; 51.0 62.5 73.5 71.6 86.0 


Drugs and Chemicals , 70.6 75.4 72.5 706 69.6 
Paper Products : 69.5 84.7 81.2 80.9 95.8 
Cotton Goods : 56.2 82.8 848 70.7 99.8 
Surgical Dressings : 65.1 84.2 81.6 76.7 85.6 

49.5 786 743 711 943 
Groceries ; 48.4 544 72.8 65.4 179.2 
Meats , 50.0 642 82.7 80.6 86.7 
Fresh Fruits . 78.2 99.6 83.2 69.2 80.0 
Canned Vegetables , 79.1 926 90.7 87.3 80.7 
Canned Fruits A 62.4 72.9 77.7 T19 69 
Dairy Products A 53.8 54.2 67.6 71.7 
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ratio within bounds for an indefinite period. One 
important point is that producing costs are higher 
here than in the Scandinavian countries and long- 
range prospects for prices remain bullish. 


Cotton Goods 


On a comparative basis current price levels of 
finished goods contain no inflation. Prices have 
recently been somewhat under pressure, reflecting 
less favorable economic trends and some broaden- 
ing in the supply-to-demand ratio. It seems log- 
ical to assume that based on producing costs there 
is little room for further important concessions. 
However, the great abundance of raw cotton, a 
new producing season directly ahead, and the im- 
portance of seasonal characteristics will tend to 
establish a ceiling over any general price increase. 


Surgical Dressings 


The composite price has held on a horizontal 
course, but the phase that carries weight is the 
fact that during the past month the average price 
of cotton goods and cotton yarns weakened. This 
has some barometric value as regards surgical 
dressings. In all probability price levels will hold 
steady but, still, any change in price structure 
during the immediate future tends to favor the 
down side. 


Fuels 


In regard to bituminous, minimum prices have 
now been established for all districts and the in- 
dustry will now pass through another test period. 
As regards anthracite, the big question in the 
present situation is whether or not the allocation 
plan can be continued in the face of a seasonal 
decrease in demand. Prices set up at the begin- 
ning of the new coal year are fractionally higher 
than they were a year ago. In the fuel oil market, 
a number of factors should be considered: First, 
lack of available tanker space has tended to pile 
up supplies in the principal producing areas, and 
this is particularly true in the Gulf and West 
Coast sections. Second, in the Eastern area 
Bunker C oil supplies are relatively low and prices 
are substantially above those quoted in the pro- 
ducing area. The outlook for exports is unfavor- 
able and consumption along seasonal lines is now 
definitely on the down grade. It is unlikely that 
the late spring and early summer period can be 
readily bridged without introducing some price 
weakness. 


Groceries 


The index for groceries increased during the 
early part of May but the movement was short- 
lived and, directly following the successful inva- 
sion of Germany into Belgium and France, all 
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commodity markets were again under severe 
pressure. The collapse in grain prices resulted in 
the inauguration of price-fixing—a movement 
that is likely to spread. Such important com- 
modities as beans, cocoa, cottonseed oil, flour, and 
lard also weakened in a fairly broad manner. In 
the final analysis, aggregate stocks of all types of 
foodstuffs are abundant, and this is true not only 
in this country but throughout the world. On the 
other hand, prices have dropped to levels which 
tend to discount adverse forces for the time being. 


Meats 


This group registered pronounced strength dur- 
ing the past month. Whereas beef prices held 
steady, higher quotations were noted for fresh 
lamb and mutton, and pork prices reached the 
highest ground since last November. In the final 
analysis total slaughter this year will remain 
heavy and competition will remain keen, despite 
the improvement in consumer purchasing power. 
There is an abundance of feed, and pasturage con- 
ditions are rapidly improving. It is difficult to 
conceive of any important elevation from current 
levels. 

Dairy Products 


On a comparative basis prices for butter, 
cheese, and eggs are low, and based on the cost of 
production there is little room for sharp price 
weakness due to seasonal forces. However, the | 
combination of increasing production, mounting 
cold storage holdings, and the unfavorable out- 
look for foreign. trade during the late spring and 
early summer will prolong the period of depressed 
prices. The government is lending aid by pur- 
chasing dairy products from time to time, but this 
does not in any way have a forceful effect upon 
the true supply-to-demand ratio. It is usually 
good business to build up some reserve of dairy 
products during May and June, as invariably sub- 
stantially higher price levels prevail during the 
final quarter and extending into the new year. 


Miscellaneous Groups 

Fresh garden supplies from the southern pro- 
ducing areas are now increasing in volume and 
from now on price levels will be somewhat under 
pressure. Canned vegetables have held steady and 
supplies are adequate, despite the substantial in- 
crease in exports. A new producing season is not 
far distant and the cost of production will not 
show any material change from year-earlier 
figures. The canned fruits index declined moder- 
ately during the past month as a result of price 
weakness in canned peaches. Fresh fruits 
strengthened as compared with a month earlier 
which was due to higher prices for apples and 
oranges, while the quotation for lemons remained 
unchanged. 
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Legal Aspects of Hospital Records 


HENRY H. CALDWELL 


received much attention from those who are 

interested in perfecting the technique of mak- 
ing and keeping such records. At the same time, 
comparatively little has been done with respect 
to the legal problems presented by the hospital 
record. That, of course, is readily explainable by 
reason of the fact that there is little law touch- 
ing directly upon medical records themselves, 
while there is a great deal of law, mostly conflict- 
ing, on the use to which such records may be put 
by the particular patient, or by parties involved 
in litigation with that patient. It would seem, 
therefore, that inquiries about the status of those 
records should be projected, and answered, inso- 
far as the law permits of answering at this time. 


T= subject of medical (hospital) records has 


1 What are hospital records from a legal 
standpoint? 


Tacitly, it would seem, the courts have recog- 
nized the property rights in and to hospital rec- 
ords to be with the hospital itself. As far as can 
be determined, the question of ownership of hos- 
pital records has never been raised. We know, for 
instance, that the papers composing the record 
are chattels, which unquestionably are the prop- 
erty of the hospital by virtue of the fact that 
the funds of the hospital purchased the material 
with which to compose the records. However, 
the naked property right of the hospital has been 
qualified largely by the enactment of statutes in 
the various states which recognize the confiden- 
tial nature of the relation of physician and pa- 
tient. Therefore, it may be said, that while the 
hospital owns the records, as to the physical 
things of which those records are composed, it 
may not own the facts recorded in those records. 
This last statement is subject to further quali- 
fication, as will be seen. 


2 What people have access to the records with- 
out legal process? 


At first blush, the answer to this query would 
be, naturally, that none may have access to hos- 
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pital records without legal process. This would 
be qualified immediately, however, by the state- 
ment that the patient and his attending physician 
should have access to such records, as a matter 
of right, because of the fact that the physician 
largely contributed to the making of the record, 
and because the facts there recorded are personal 
to the patient, or his legal representatives. All 
others, then, should be considered as strangers, 
and the record should never be surrendered to 
any other person than the patient, his legal rep- 
resentative, or his attending physician, without 
the presentation of legal process to compel the 
production of the record before a court, a com- 
missioner, or some other person authorized by 
law to issue process to compel the production of 
the record. 


3 Should the record be surrendered to the pa- 
tient, to his physician, or to a court? 


The answer, unqualifiedly, is “No.” As to the 


patient, we have seen that the information con- 


tained in the record is personal to him, and that 
he would have the right to know, and to see what 
was in the record. However, the record, from 
the point of view of the hospital, is its own prop- 
erty, made for the purpose of keeping an exact 
account of what was done in the way of treating 
the patient. Therefore, the hospital should keep 
the record under its control to avoid deletion, al- 
teration, or total loss. The practice of permit- 
ting a physician to withdraw hospital records for 
perusal is to be condemned, for the same reasons. 
Any information that he may desire may be read- 
ily copied, or notations may be made in brief form. 
Under no circumstances should the hospital per- 
mit either the patient or the physician, or a legal 
representative of the patient to withdraw the 
record. This statement is founded upon the fact 
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that the hospital should preserve and protect its 
own record. That preservation and protection 
may best be accomplished by retaining control of 
the record at all times. 


To cite an example: Recently a patient was in- 
jured in a mid-western hospital, supposedly 
through the negligence of his attending physi- 
cian. It happened that the particular hospital 
carried insurance against the risks of injuries to 
a patient, and the representative of the insurance 
company called upon the superintendent of the 
hospital, requesting that he be permitted to see 
the record in the case. Of course, he was per- 
mitted to examine the record in order to com- 
plete investigation of the case. As a precaution, 
he asked that he be permitted to have a photo- 
static copy made of the record, which was done. 
The record was then returned to its usual place. 
Between the time of making the photostat and 
the time when the record was next examined, it 
was found that the record had been altered by 
someone, in such a fashion as to be harmful to 
the case of the hospital. Fortunately, the photo- 
static copy will protect the hospital should the 
case ever reach litigation. Loss of the record is 
to be feared even more than possible alteration. 
Therefore, the record should not leave the cus- 
tody of the hospital. 


What of the court? It frequently happens that 
hospital records are brought to court by reason 
of tke issuance of a subpoena. The record may, 
or may not be put into evidence, depending upon 
the ruling of the court. If the record is put into 
evidence, then the representative of the hospital 
who has brought the record to court should ask 
that the court order a photostat made so that the 
original record may be withdrawn and returned 
to the hospital. The reason for doing this is ap- 
parent: the record may be lost, torn, or altered 
in some manner, thus destroying the very pur- 
pose for which the record had been made by the 
hospital. 


4 If the records are subpoenaed to court, and 
if the attending physician is called upon to tes- 
tify, may he refuse to testify as to the matters 
contained in the record, on the ground that such 
information is confidential? 


The answer to this question will depend upon 
the ruling of the particular court before whom 
the physician is called as a witness. If he is called 
by his patient, then, of course, he must testify as 
to the facts in the record because his patient 
wants the benefit of his testimony. However, if 
he is called by the opponent of his patient, the 
attorney representing the patient may object to 
his testifying upon the ground of confidential 
communications. If such an objection is made, 
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the physician will not be asked to testify by the 
court unless the patient has waived that right of 
objecting to his testifying. 


In many states there are statutes which pro- 
hibit the physician from testifying, on the ground 
that the information he has gained from the pa- 
tient is privileged from disclosure. That statu- 
tory rule is subject to qualification. First, the 
patient may waive the right to object by entering 
into a stipulation to the effect that the physician 
may testify. Then, the patient may waive the 
right, in some states, by offering testimony of a 
medical man as to his physical condition, as in a 
suit for personal injuries. In any event, the court 
will be called upon to rule as to the competency 
of the physician’s testimony. The hospital rec- 
ords, of course, having been subpoenaed to court, 
whatever use may there be made of them will be 
controlled by the authority of the court, so that 
the only interest of the hospital in such case is 
to ascertain that its record is to be returned to 
it intact. 


5 If the record be subpoenaed to court, who 
should take that record to court? 


The medical records librarion, or someone from 
the office of that person, should take the records 
to court, and see that they are returned to the 
hospital. The reason for that statement is to be 
found in the facts (1) the records are normally 
under the control and custody of that person, and 
(2) that person is charged with the duty of keep- 
ing and compiling the records in permanent form. 
This, admittedly, is largely a matter of adminis- 
trative practice. However, it would seem that 
the dictates of logic would demand that someone 
charged with the duty of caring for the records 
should take them into and out of court. A third 
reason exists. The medical records librarian, or 
her assistant, knows the information contained 
in those records, and knows also the form, paging, 
and content of the records, and would, therefore, 
be in a position to know whether the record had 
been altered or changed in any way by anyone 
handling them. 


6 What are the duties of the physician and of 
the hospital staff and authorities with respect to 
the doctrine of confidential communications, made 
by the patient to the physician? 


The question, together with its answers, is too 
complex to admit of extended treatment here. 
However, it may be answered shortly, for the 
time, by the statement that the question of privi- 
lege is one which is for the court to rule upon. 
The ruling of the court will protect the physician, 
or the hospital, if the physician be called upon to 
testify, or if the hospital be called upon to pro- 
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duce its records for evidence in a cause before 
the court. 


The decisions of the courts upon the doctrine of 
privileged communications are not in harmony. 
It would serve no purpose to attempt here to ra- 
tionalize those decisions. That is a task for the 
legal academician, and the fruits of labor in con- 
nection with that task would not be of practical 
value to either the medical man or the hospital. 


In connection with this problem, certain cau- 
tionary remarks may be made for the guidance 
of the hospital. First, the hospital should not 
release its records, either to the physician or to 
the patient. Second, the hospital should refuse 
to give information as to the contents of the rec- 
ords other than to (a) the patient, (b) his phy- 
sician, (c) or to an accredited legal representative 
of the patient. This does not, of course, apply to 
the accredited representative of the insurance 
company with which the hospital carries its lia- 
bility insurance, in conducting an investigation 
within the hospital of an injury to some patient. 
The use made of that information, in any event, 
would be subject to a ruling of the court, and 
the hospital would there be protected. 


7 What is the liability of the hospital for dis- 
closure of information contained in the record? 


It is not known whether, at this writing, there 
are decisions construing this question. To date, 
none have been found. Therefore, any answer to 
the question would be conjectural. However, it is 
conceivable that if a hospital was negligent in 


giving out information to strangers concerning 
the condition of a patient, and that the giving of 
such information proved harmful to the patient, 
then he might have a cause of action against the 
hospital. The safe rule to follow is to refuse to 
give information to a stranger, as has been out- 
lined above. 


8 Should the hospital refuse to answer the sub- 
poena of a court? 


Under no circumstances should the hospital su- 
perintendent, or his subordinates, refuse to an- 
swer the command of a subpoena directing the 
production of records. The reason is obvious. The 
person to whom the subpoena is directed will, un- 
doubtedly, subject himself to possible contempt 
proceedings by such refusal. If there be a legal 
reason for refusal to produce the records, or for 
failure to testify, that reason may be made ap- 
parent to the court at the time set in the sub- 
poena. This question rarely is productive of dif- 
ficulty for the hospital administrator. When 
faced by it, his decision should be as stated: to 
answer the command of the subpoena. He will 
not only save time and trouble, but will also save 
himself embarrassment. If the subpoena be di- 
rected to the superintendent to produce medical 
records, he may of course send the records to 
court in the custody of the medical records libra- 
rian. But the hospital should not refuse to obey 
the legal command of the subpoena. It may lead 
to extreme difficulties. If the administrator feels 
compelled to refuse, he should consult, and retain 
an attorney to represent him. 





Wesley Memorial Hospital Lays Cornerstone 


On May 26 at three o’clock the cornerstone lay- 
ing services for the new Wesley Memorial Hos- 
pital was held at the hospital building site adja- 
cent to the down town campus of Northwestern 
University, Chicago. Dr. Franklyn Bliss Snyder, 
president of the University, delivered the address 
and Bishop Ernest Lynn Waldorf conducted the 
ritual of the service. 


The erection of this hospital has been made 
possible through the generosity of George Herbert 
Jones, vice-president of the Board of Trustees. 
The hospital will be twenty stories and will con- 
tain about 525 beds. It will be the first unit in 
a group of buildings to be known as the George 
Herbert Jones Hospital Center. 


Considerable study has been given to the de- 
velopment of the hospital as a community med- 
ical center. It is the desire of Mr. Jones and the 
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Trustees that the hospital be a center from which 
will emanate knowledge concerning advances in 
medical science. 


The hospital building will be of the latest de- 
sign, constructed in the shape of an “X” so that 
every room will be an outside one. 


The service will feature moderate priced private 
room accommodations which are not available in 
many hospitals. 


Wesley Memorial Hospital is completing its 
fifty-second year of service, having received its 
first patient on Christmas Day, 1888. From time 
to time it has outgrown its quarters. It moved 
from Dearborn and Ohio Streets in 1889 to 355 
East Ohio Street, and from there to its present 
location, 25th and Dearborn Streets, in 1891. A 
new addition was erected in 1901 and the present 
structure completed in 1910. 
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EDITORIALS 


As War Comes Closer 


The alarmist should have no place in the situa- 
tion which we are facing. Sober thought, sound 
judgment, practical planning to meet the chang- 
ing conditions, and above all thorough preparation 
for any work which the hospitals may be assigned 
should be the guiding influences in directing our 
policies during these precarious times. 


The hospitals are now facing many of the 
problems that were their responsibility in 1915- 
1916. Their medical and nursing staffs may see 
many changes if our troops are mobilized, or the 
numerical strength of our army doubled as is now 
planned. Changes will be made in an orderly pro- 
gression, and these changes must be met with 
new adjustments. 


The supply and cost of hospital commodities 
are unpredictable; but the stores available are 
ample for the needs of the next two years. The 
fluctuations in operating costs will be marked and 
provision for them must be made in the proper 
season. The boards of trustees and the hospital 
administrators must give timely thought to these 
and many other elements that directly affect them 
and their institutions. Purchase of staple supplies, 
supplies that are not perishable, should be made 
in such quantities as would provide for the needs 
of each institution, all with due regard to econ- 
omy. While sudden increase in the price of staples 
is not likely, it is fair to assume that there will be 
substantial cost increases for the period of this 
emergency. Large financial obligations, particu- 
larly those of an elective character, should not be 
incurred. 


The hospitals are prepared. They will discharge 
their obligations to their communities and their 
Government better than in the past. While we all 
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devoutly pray that war may not be brought to our 
people, we must prudently provide for the dis- 
charge of every responsibility that preparedness 
may make necessary. 


——_<g——_— 


The National Hospital Act of 1940 
S. 3230 


The Senate Committee on Education and Labor 
of which Senator James E. Murray of Montana 
is Chairman has reported the Wagner-George Bill 
S. 3230 to the Senate as amended. 


The bill as reported includes many provisions 
which the hospital field can well approve. Among 
the provisions are: 


1 The authorization of an initial appro- 
priation of ten million dollars for the fiscal 
year 1940 and ten million dollars for each of 
the five ensuing years to be used both for 
maintenance and construction of hospitals, 
as grants-in-aid to states and political sub- 
divisions varying from 25 to 90 per cent of 
the cost of each project, exclusive of the site. 


2 A nine-member National Hospital Ad- 
visory Council charged with the duty of ad- 
vising the Surgeon-General, and providing 
that no hospital will be constructed during 
the fiscal year 1940 without the approval of 
the Council. 


3 Provision for the construction, enlarg- 
ment, or improvement of needed hospitals. 


4 Provision for the leasing of constructed 
hospitals. 


5 Provision that the Federal Security Ad- 
ministration “shall convey to the lessee of a 





constructed hospital after the lessee has oper- 
ated such hospital for 60 consecutive months 
or earlier upon recommendation of the Sur- 
geon-General, in accordance with the terms 
of the lease and the rules and regulations 
promulgated by the Surgeon-General under 
the Act.” 


6 Authorization of the Surgeon-General 
to accept gifts of land, money, and equipment 
for carrying out the purposes of the Act. 


7 Provision for grants for maintenance 
for general hospitals, to vary from $300 per 
bed for the first year to $120 per bed for the 
fifth year, as a maximum; for mental hos- 
pitals, from $150 for the first year to $30 for 
the fifth year. 


The Act includes parts of the provisions in- 
corporated in Senator Taft’s amendment. 


The Senate Committee has gone far in incor- 
porating desirable provisions for the selection, 
construction, operation and maintenance of hos- 
pitals in economically depressed and rural areas. 
The Act is practical, the procedures are sound, the 
objectives of providing care for the needy and 
training for the medical and hospital personnel 
are certainly commendable and worthy of every 
support which the medical profession and the hos- 
pital field can give. It is constructive legislation, 
honestly conceived and carefully prepared. It will 
harm but few, if any, programs for hospital 
extension, while it will bring good hospital and 
medical care to an increasingly large number of 
our people who have not had good medical and 
hospital care available, and for whom our hos- 
pitals are well-concerned. 


Our Hospitals—Strongholds 
in War and Peace 


Advancing armies spread death and destruc- 
tion overseas, piercing our souls with horror at 
the suffering and distress that they cause. Hu- 
manitarian efforts seem to have been so in vain, 
that the world could come to this. 


The progress of the destroyer is swift and spec- 
tacular. It obscures the work of the army of 
mercy that instantly is mobilized to lessen the 
toll of death and disablement. In the hospitals 
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of Europe we know that gallant battles are being 
waged to save life and to relieve suffering. 


For long years humanitarians have struggled 


to make warring powers respect regulations to 
cease firing while the wounded were being re- 


moved and to establish areas of safety around 
the places in which they were given care. Before 
the middle of the sixteenth century, when the 
Duke of Guise and the Duke of Alva established 
a mutual Red Cross agreement, the prisoners and 
wounded enemies were commonly massacred. 
Nearly two centuries later, the Ear] of Stair pro- 
posed to the Duke of Noailles that “the hospitals 
on both sides should be considered as sanctuaries 
for the sick, and mutually protected,” and to this 
the French general readily agreed. Their good 
example was thenceforth followed in theory to 
some extent, but not until the Geneva Convention 
of 1864 did it become the basis of international 
agreement, with fourteen countries pledging 
themselves to regard the sick and wounded, as 
well as the army medical and nursing staffs, as 
neutrals on the battlefield. 


The work of the army of mercy is infinitely 
more hazardous than it has ever been before. 
The highest quality of heroism is demanded of, 
and freely given by the ambulance units, and as 
time passes we shall hear more of their exploits 
and of the work of rehabilitation in the hospitals 
and we shall know that the new powers of man 
to wound and kill have been met by new powers 
to mend and save—a scrap of consolation only, 
but something to grip, nevertheless. 


Hospital people do not shrink from the demands 
of war service. To them there can be in it noth- 
ing very much that is new, except the noise and 
glare of the bombs that accompany work in the 
war zone. No enemy with machine guns and 
bombs is more ruthless than disease, and disease 
they have grimly fought until it is giving way 
in steady retreat. The spirit in our hospitals is 
one of combat. There is the excitement of a gar- 
rison keyed to the constant strain of keeping an 
enemy at bay. 


Our hospitals, fortresses of defense and of at- 
tack against death from disease and injury, have 
been strengthened through the years until they 
are powerful strongholds which add immeasur- 
ably to our sense of security. The garrisons are 
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trained and organized, and are armed with in- 
genious weapons which aid them in resisting and 
overpowering the enemy. Ways and means of 
attack are planned in unison, so that the effective- 
ness of hospitals is multiplied by the interchange- 
ability of ideas and discoveries. 


What new service our hospitals may be called 
upon to render in these fast changing days we 
do not know, but we do know that they are ready 
for any service. Ten thousand nurses, represent- 
ing the nursing profession of the country, in a 
resolution passed at their annual convention in 
Philadelphia the middle of May pledged to the 
President every assistance they could render, in 
whatever line of duty their services might be 
needed. Several volunteer ambulance units have 
already been sent, and more are being organized, 
for service overseas. Our hospital and medical 
resources have been evaluated and mapped. 


Trained personnel to the number of 800,000 at 
least are directly concerned with the care of the 
sick and injured in the hospitals. Of the 120,000 
registered physicians in this country, some 90,000 
are working in hospitals, and from central records 
available to the government, collected by the 
American College of Surgeons, the American Hos- 
pital Association, the American Medical Associa- 
tion and other organizations, we know exactly 
where to find the specialists who are so impor- 
tant in war service. 


Two hundred thousand highly trained graduate 
nurses, with an additional 80,000 students in our 
training schools, constitute the nursing resources 
of the country. Technicians, hospital administra- 
tors, and other trained workers in our institutions 
are supplemented by three-quarters of a million 
people who are engaged in public health work of 
various kinds. This is a great army on which 
we can depend in any emergency. 


Engaged in war, even in times of peace, our 
garrisons of doctors, nurses, and other personnel 
in our hospitals can be quickly organized for war- 
time service. They are trained and equipped to 
help to minimize the human toll of war. That 
such service may not be required of any of our 
hospital people we earnestly hope, but prepare 
for it we must under the spreading clouds of the 
world’s most terrible conflict. 

M.T. M. 


June, 1940 


The Commission on Graduate 
Medical Education 


The Commission on Graduate Medical Educa- 
tion has completed a two years’ study and its 
director; Dr. Robin C. Buerki, has submitted the 
final report. 


The study itself is a carefully prepared analysis 
of a subject of intimate interest to the medical 
profession and to hospitals. It is of interest to the 
medical profession in particular, in that in an 
orderly and sound manner it outlines the essen- 
tials of medical graduate education, and carefully 
details the procedures by which it may attain its 
great objective—to develop in the best way and 
for the largest number well-educated, scientifically 
trained specialists and general practitioners. It 
is of major interest to the hospitals, as the labora- 
tories in which medical graduates may best be 
trained, and in which they may best secure the 
experience for the practice of medicine, both in 
the institution and in the home. 


The report in a large way reduces the theory of 
graduate medical education, to the practical pro- 
cedures of making it available to the graduate 
physician. It substitutes substance for shadow. It 
brings medical colleges, their deans, licensing 
boards, hospitals and medical organizations in 
closer appreciation of the problems of the grad- 
uate in medicine, and nearer to a satisfactory 
solution of his educational problems. 


The report divides medical education, into the 
three phases, of internship, residency, and post- 
graduate medical education. It does not mention 
a fourth and perhaps most important phase 
of medical education, and that is the education the 
physician receives at the bedside of the patient 
in the home, where the implements of diagnosis, 
treatment and physical reconstruction are seldom 
available and often lacking altogether. From a 
purely educational standpoint the graduate phy- 
sician will probably learn more at the bedside of 
patients in the home than he will garner in a 
year of internship and residency, or an extended 
tour of medical clinics. 


The report is a fine example of careful study, 
orderly arranged, and incorporating sound con- 
clusions and recommendations. Hospital execu- 
tives will be interested in reading and analyzing 
the subject matter. It will bring to them a knowl- 
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edge of the important part they have played and 
will continue to play in the education of the medi- 
cal graduate. 


What Constitutes Our Public? 


Much has been written on the subject of the 
relations of hospitals to the public. Who makes 
up this public, as applied to a given hospital? Does 
it consist of all the people living within the serv- 
ice and business range of that hospital? If so, 
we may consider this body of people as made up 
of some who have a friendly attitude towards the 
hospital, others who manifest an unfriendly or 
unfavorable attitude, and a probably larger num- 
ber who are indifferent. The individuals who 
make up the first two of these groups are, in the 
main, those who have had more or less direct con- 
tacts with the institution, such as patients and 
their families, friends and acquaintances; busi- 
ness and professional people, such as salesmen, 
insurance company representatives, physicians, 
attorneys, clergymen, newspaper reporters and 
workers from community social agencies; others 
who for various reasons make business or profes- 
sional contacts with the hospital; and still other 
persons who come to the hospital on personal 
errands. These groups are constantly changing 
and growing. 


These two groups constitute the important part 
of the hospital’s public. If the hospital desires 
a favorably inclined public, a public that thinks 
and speaks well of it, it must give serious thought 
to the question of how its contacts and relation- 
ships with these persons may provoke a friendly 
reaction and continuing good will. Not only must 
the trustees and the superintendent have this in 


mind so far as their own personal contacts are 
concerned, but they must see to it that all the 


members of the hospital personnel, who have con- 
tacts with patients and their visitors and with 
other persons who come to the institution, are 
cognizant of the fact that it is by their conduct 
and attitudes that the spirit and attitude of the 
hospital are judged and interpreted. 


Patients and their families expect and have the 
right to expect efficient, courteous treatment from 
all hospital attaches who are called upon to min- 
ister in any way to their needs. If they receive 
such treatment, and they usually do, they are 
likely to accept it as a matter of course and say 
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nothing about it. But if a mistake is made, if 
a nurse does not always please, if food is not well 
prepared and served, if someone in the business 
office is not tactful in discussing a questioned item 
in a bill, or if some other hospital person in any 
way offends, that unfortunate deed or word is 
likely to be remembered long and mentioned often. 
Hospitals have many exemptions from damage 
claims which may be brought against them, but 
they are particularly vulnerable to misunderstand- 
ing and misinterpretation, which may be damag- 
ing indeed. Hence carefulness in the selection of 
personnel not only in relation to efficiency but to 
courtesy, patience and tact as well, and thorough- 
ness in seeing that they reflect the spirit of the 
hospital in all their dealings with patients and 
other visitors, are matters of great import, if the 
hospital hopes for public approval and good will. 
A grouch has no place in a hospital, except per- 
haps as a patient. 


Salesmen, lawyers, claim adjustors, newpaper 
reporters and other busy persons visit the hos- 
pital on legitimate errands. They do not always 
come at opportune times, their missions are not 
always pleasant, their approach is not in all in- 
stances marked by finesse, but if they are treated 
with courtesy, if their time is not unduly wasted, 
if they get a fair hearing, they may become valu- 
able and lasting friends. Individuals make re- 
quests which hospitals cannot grant, but there is 
a fine art of refusing, and those skilled in its use 
do not often antagonize. 


There is another part of its public which the 
hospital can add to its friends and well-wishers, 
though they may never enter its doors. It is made 
up of individuals, agencies and firms that write 
letters to such institutions. In case of the larger 
and better-known hospitals, letters on a wide 
range of subjects come with every mail. Answer- 
ing them promptly, courteously and acceptably, 
is a task of no small dimensions. But in this par- 
ticular also, is the hospital rated and interpreted. 
Here again is an opportunity to gain friends or 
make enemies. 


The hospital’s public is simply the aggregate of 
the individuals whom it has pleased or displeased. 
They count as assets and liabilities, respectively. 
Security often depends on a preponderance of as- 
sets and their wise employment. 


J.E. RB. 
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Accident Prevention in the Hospital 


L. B. STERLING 


ous attention until the past year or so and 
many of you probably wonder why it has 
A brief 


S AFETY in hospitals has never received seri- 


become so important all of a sudden. 
history should help to explain it. 


The Importance of Safety Precautions 
in the Hospital 


The hospital of today is quite a different insti- 
tution from what it was 25 years ago. The rou- 
tine, the equipment, and the management have 
changed vastly. Along with these internal changes 
we have seen a similar change in the attitude of 
the public toward the hospital. It is these con- 
stant, natural changes that have brought in their 
wake the problems you now face. The changes 
in the future will bring their own problems and 
the wise administrator will try to anticipate them. 
If a patient in a hospital 25 years ago fell out of 
bed and suffered an accident, or a sponge was 
sewn up in a patient or a bad burn was caused 
by a hot water bag the hospital was not sued. 
Such accidents seemed to be the natural hazards 
of going to a hospital. The hospital was a place 
apart from the ordinary life of the patient and 
the public. It enjoyed a sort of divine isolation. 
It enjoyed an immunity from the coarseness of 
court trials for misdeeds. 


Then the public began to read about large ver- 
dicts against railroads that killed people; automo- 
bile accidents grew in volume by leaps and 
bounds; compensation insurance added its many 
millions in payment for accidents and now, in 
these few short years, we find a public that is 
Claims conscious. Hardly does the ambulance 
siren die down at your emergency entrance be- 
fore somebody has begun to wonder whether dam- 
ages can be collected. 


As these changes have taken place in the public 
mind the inner workings of the hospital have been 
dragged out into the open. The magazines, news- 
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papers, and even the movies have capitalized on 
the mistakes of the medical profession. The 
courts have begun to make the hospital pay for 
its mistakes. Your patient now begins to expect 
payment if you do something wrong. The foun- 
dation on which your immunity has rested is 
starting to crumble. Just how far it will fall is 
a matter for conjecture, but several recent court 
decisions in western states show a trend that 
promises to weaken the hospital position con- 
siderably. As you probably know several insur- 
ance companies stopped writing hospital mal- 
practice insurance in California because of the 
losses. Definitely and certainly the hospital acci- 
dents of the future are going to cost the hospitals 
money. 


Stopping Accidents in the Hospital 


What has the subject of safety in hospitals to 
do with this situation? Just this: If you stop 
accidents you stop claims. No claims—no prob- 
lems. 


Accidents can be stopped and do not let any- 
body tell you they cannot. The remarkable rec- 
ord of the railroads is a fine example and that of 
the air lines is even better. In the year just past 
there was not a single fatal accident on all of our 
vast network of commercial lines with millions of 
passenger miles traveled. I have personally seen 
many industrial plants change over from a shame- 
ful record of accidents to an almost perfect 
record when the management made up their 
minds to do something about it—and did it. 


Let me repeat that word “management” again. 
One of the first precepts of safety engineering is 
this, “If you can not sell the management the 
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safety idea you might as well give up the job.” 
If this carelessness is going to be stopped; if the 
almost criminal negligence, in some cases, is going 
to end, it will be when the hospital directors get 
busy and stop it. You can not “pass the buck” to 
the janitor. 


The Importance of Medical Records in the 
Prevention of Accidents 


First let us take the matter of medical records. 
It may seem strange, but they have played an 
important part in preventing accidents and have 
had a decided bearing on claims. I believe that 
any good director will agree that pre-operative 
histories and studies should and must be available 
for every patient before he goes on the operating 
table. Far too many operations are still done 
without the hospital having any such record of 
the patient. I believe that the College of Sur- 
geons would be quite surprised to find out how 
many approved hospitals fail to do their duty in 
this respect. It is true that the surgeon has his 
responsibility, but the hospital just as definitely 
has its obligations and how can you be sure you 
are caring for the patient properly if you do not 
have this pre-operative history? There have been 
many large verdicts against hospitals that have 
hinged directly on this failure to know the 
patient’s condition. 


The Medical Treatment Orders 


Next in this group and probably the most mis- 
used of all is the medical treatment order. It 
seems almost unbelievable, but half or more of 
the many such orders that I have checked have 
never been signed by a doctor and a great many 
have not even been signed by a nurse. There are 
several cases in California where serious damage 
was done by improper treatment. The doctors 
deny they gave such orders and the nurses say 
they did. The written orders bear out the treat- 
ment, but the doctors did not read them and they 
never signed them. The courts will have to decide 
who is to blame in these cases. If a doctor goes 
rushing down the hall mumbling orders over his 
shoulder to some overworked nurse who is trying 
to scratch down the orders as she walks you are 
sure to have errors and misunderstanding. If 
the doctor does not read the orders the mistakes 
are not caught. If he does not sign the order the 
hospital is caught holding the bag. Sure the doc- 
tor is busy. Maybe he has a golf date. Possibly 
it is even above his dignity to stop and write his 
own orders or even. sign them, but let him try to 
go to his bank and draw out as little as fifty cents 
without signing his check. Would the bank take 
the chance? 
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The hospital’s duty is to carry out orders, not 
give them. All orders should be signed by the 
doctor. If an order is given over the telephone 
get the signature the first time he appears on the 
floor. Do not let the records off the floor until 
they are signed. If you are not doing this in your 
hospital look out for trouble. 


“Permit” and “Release” Forms 


With the various “permit” or “release” forms 
such as “permit to operate” and “permit for 
autopsy” we find a great variety in use. Some 
have only a short line or two; others are long 
legal documents. Some have no dates or no space 
for witnesses. These forms can be of value espe- 
cially for claims that show a taint of fraud and 
if they are to get good results they should be 
properly drawn and more standardized. This 
would be a good job for the legal department of 
your associations. 


One more point about using these forms. Quite 
often in court a patient will insist that he did not 
know what he was signing. I have found nurses 
getting such signatures who had never read the 
form and did not know what it was for. Your 
routine should require an explanation to the 
patient. 

Identification of the New-Born 


Let us not overlook the new babies. If you use 
foot-prints be sure they are prints and not just 
smudges. If you use beads see that your system 
has no chance for slips. If the beads break never 
allow repairs without a witness and a written 
report of the repairs. 


Explosive Anesthetic Gases 


We hear much about the danger of explosive 
gases and vapors in surgery. Time will not per- 
mit going into the subject in all of its aspects, 
but I do want to stress again the danger involved 
and cover the main points. Explosions in the 
surgery are much more common than the majority 
of people think and, to me, it is hard to believe 
that there are so few. It is certainly the duty of 
every director to do all he can to prevent explo- 
sions in his hospital. 


Ether is probably the most commonly used of 
the explosive type anesthetics. It ignites or ex- 
plodes at a temperature well below visible red 
heat and the proper mixtures are easy to get. 
Cyclopropane, ethylene and several others are 
equally dangerous. 


Explosions are usually caused by static sparks, 
cauteries, heating units or sparks from electric 
fixtures. Uncovered light bulbs or cigarettes can 
do the trick. 
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A question commonly asked is about grounding 
tables and other articles in surgery to prevent 
static sparks. I am purposely not making any 
suggestions in the matter at this time. Several 
authorities state definitely that complete ground- 
ing is in order. I believe that, if it were possible 
to ground everything properly, it might solve the 
problem, but such complete grounding does not 
appear possible. I understand that some experi- 
menting is or will be done and hope that some 
answer will be found. In the meantime keeping 
the humidity high—as close to 60 as possible— 
seems to help in reducing static charges. 


The use of cauteries with any explosive anes- 
thetic is certainly dangerous and should be al- 
lowed only with extreme caution and by experi- 
enced persons. Many large hospitals refuse such 
practice entirely. 


Electric or gas sterilizers or other heating units 
in operating rooms should be rigidly restricted. 
If their use is imperative keep them as far from 
the patient as possible and near the source of 
fresh air supply. 


Electric switches and wall sockets in surgery 
should be of a nonsparking type. Explosion proof 
sockets are safe, but expensive. Where cost is 
important a good locking type socket will help. 
The main point is to be sure that fixtures are 


never plugged in or disconnected when explosive 
mixtures have been used as sparks occur at such 
times. 


For some reason broken and worn out plugs, 
switches, and wiring are common in the surgery 
where they are most dangerous. The electrician 
seems to overlook that department entirely. 


Any gas or vapor must have a sufficient concen- 
tration to explode. In a room with good circula- 
tion and change of air the concentrations are kept 
down. 


In almost every hospital ether is used freely in 
the laboratory and all over the plant for utility 
purposes. In one place we found a two quart bot- 
tle in a janitor’s closet next to the boiler. In 
another the director said they did not use ether, 
but we found 39 containers scattered around. In 
almost every laboratory you will find from a few 
ounces to a gallon glass jug, and it is not uncom- 
mon to find it right next to a Bunsen burner or 
an oven. Familiarity breeds contempt and this is 
Surely contempt of all the rules of safety and 
common sense. There are several good solvents 
that are entirely safe and get good results. By 
all means get rid of the ether before you blow up 
your place—and do not get benzine or acetone as 
they are nearly as bad. 


June, 1940 


Oxygen 


The use of oxygen is increasing and we read 
all too often of the patient who tried to smoke in 
his tent. You can bet the patient does not read 
about it. When oxygen is used in a tent or in a 
room the patient should be told carefully of the 
danger and no matches left where they can be 
reached. Visitors should be restricted and also 
cautioned. Visitors should not be allowed except 
with a nurse in attendance. A large, plain, warn- 
ing sign should be posted on the outside of the 
door to warn anybody going in. 


Handling the large cylinders is dangerous. For 
floor service they should be mounted on. special 
wheel trucks so they can not fall. When not in 
use the safety caps should be left on. These 
cylinders carry up to 1500 pounds pressure and 
go much higher if heated. A broken valve makes 
them act like a monster sky-rocket and the pos- 
sible damage could be terrific. 


X-ray Equipment 


The advent of modern ray-proof and shock- 
proof x-ray equipment is rapidly eliminating 
many of the old hazards of the x-ray department. 
The majority of the large hospitals have made the 
change to modern equipment and the others can 
well follow their leadership. In good hands the old 
units can be safely used, but they must be checked 
carefully and kept in the best possible condition. 
Some of them are definitely dangerous and should 
be discarded. 


All technicians should undergo proper physical 
examinations at regular intervals. Carelessness 
or lack of protection for them often creates a dan- 
gerous exposure and it should be checked—not 
guessed at. 


Identification of films is important to be sure 
they fit the right patient. Too often the identifica- 
tion data are put on after developing and at a time 
or place where confusion is possible. Check your 
system and see that it prevents incorrect identifi- 
cation. 


Giving out of films to patients or doctors is 
decidedly poor practice. Films are unquestionably 
the property of the hospital and as such they con- 
stitute a part of its records. Except when called 
out by legal process or needed in some emergency 
or special case they should be strictly retained. 


Since the Cleveland Clinic disaster in 1929 the 
danger of having nitro-cellulose film stored in 
hospitals has been well publicized and you might 
think that such dangerous storage would be hard 
to find. To the contrary we have found literally 
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tons of it stored in frame storerooms, under 
stairs, in closets and even in boiler rooms. In one 
large hospital of over 400 beds we found enough 
of it in a basement room to kill every person in 
the building. The room was perfectly connected 
by halls and shafts to spread the fumes rapidly 
and make a fine setting for a national catastrophe. 


The modern acetate or safety film is slow burn- 
ing and its fumes are not deadly. The hazards in 
storing it are comparable to ordinary newsprint, 
but the old nitrate film is almost explosive and 
its fumes are deadly. Storage in the hospital 
building even in good vaults is not desirable. No 
storage space is fireproof and, as the fumes are 
deadly, the only safe thing is to get the films out 
of the building entirely. A good fireproof, de- 
tached building or an approved roof vault is the 
answer. Get rid of the stuff if you can. If not 
get it outside. It may cost a little money, but a 
few lives saved are worth it.. Do not just think 
you have no nitrate film in your buildings. If 
you are not positive find out. Safety films are 
usually marked on the edges. If not marked cut 
a sliver and put a match to it. Nitrate film burns 
fiercely like celluloid; acetate burns slowly and 
with difficulty. The oldest films are most likely 
to be the dangerous type. If you find any nitrate 
film do not try to burn it in your incinerator like 
some have suggested. Call in your film salesman. 


Precautions in the Nursing Department 


Quite naturally the nursing department has a 
multitude of hazards due to its many activities, 
but we cannot cover them all. 


All bottles and containers must be clearly 
labeled. Maybe you think they are, but the facts 
prove not. Lock your medicine cabinets, label and 
arrange the bottles properly and have a good light 
over the cabinet for night duty. 


Do not store prescriptions and other medicines 
in pasteboard boxes in the floor refrigerators 
directly above orange juice and other foods. Put 
them in leakproof containers and—clean out the 
refrigerators occasionally. 


Repairs 


Have a repair book on each floor so notations 
can be made of repairs needed. Make the repair 
man sign for each repair. Keep your equipment 
in safe condition. 


Bed rails are certainly called for in many cases 
and are used all too seldom. It is your duty to 
protect a patient who needs this restraint. Post- 
operative cases and patients in labor certainly 
need safety rails. If the old, heavy ones are too 


74 


hard to use get some of the lighter or hinged 
types. 


Put anti-tip legs on your wheel chairs. They 
tip over too easy when a patient reaches for 
something. The legs cost very little and can save 
a serious accident. 


Did you ever try to lie down and ride on the 
top of a stretcher cart? It is high and narrow and 
it would be an easy thing to roll off one. Many 
of our best hospitals have chest straps on every 
cart and every patient is safely strapped on. Do 
not wait until a patient falls. 


One of the commonest and quite costly causes 
of claims is the familiar burn from the hot water 
bag. In order to burn a patient the water has to 
be too hot. If we stop using too hot water we stop 
having burns. An accepted practice is to put a 
thermostat on. the hot water boiler and cut the 
temperature down so it will not be too hot. Keep 
it down around 110 or 115 degrees—not over 120 
—at the faucets. This plan should save water and 
fuel bills and also stop blistering the nurses and 
doctors too. Sizzling hot water is becoming old 
fashioned. 


Get rid of old cloth, electric pads. Get the new, 
approved, moulded rubber pads. Many hospitals 
will not allow even rubber pads to be used without 
a doctor’s signed order. It is not a bad idea. 


Floors 


There is no need for me to tell you how easy 
it is to fall on gleaming waxed floors. They 
look beautiful, but they are going out like the 
smell of lysol in the halls went out. A glassy floor 
is no more sanitary than a safe floor and it costs 
a lot more to keep up. There is no such thing as 
safe wax so use it sparingly and rub well if you 
use it at all. Any slippery floor just invites 
trouble. 


Look out for slippery or worn nosings on your 
stairs. And be sure every stairway has a handrail 
on it. That is where the falls start. 


Fire Precautions 


Fire in a hospital is a horrible thing and you do 
not want it to happen. Check up your exits to be 
sure they are clear. Fire escapes rot and rust and 
make death traps. Have them gone over carefully. 
Never use escapes or ramps for storage of old 
furniture. We find many of such cases. 


Clean out your basements and attics. One hos- 
pital sold four truck loads of old furniture and 
mattresses out of a basement and cleared up a bad 
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fire hazard. It does not take long for paper-and 
junk to accumulate. Why not have a good house 
cleaning? While you are at it inspect the paint 
shop. 


Check the fire hose—it rots. See that the ex- 
tinguishers are filled. Next time you have them 
filled have the nurses come out in the yard and 
show them how to work an extinguisher. The 
majority of them have not the slightest idea how 
to use one. Have you ever worked one? 


Just how would you get your patients out if you 
had a fire? Why not call in your local fire depart- 
ment now and figure it all out before the fire 
starts and then tell the staff what their duties are. 
It is a pleasant feeling to know you are ready. 


There is not a question in the world, but what 
you will find a lot of dangerous things or conditions 
in your own hospital. It is natural they should 
be there, but I know you do not want them there 
and you are not going to keep them there. It 
would be a big help if you would appoint a com- 
mittee for accident prevention work to help you 
in. your job. Have a few meetings to get organ- 
ized. Study the accidents you have had and then 


go after every person on the staff. It helps them 
and they will help you. Nobody gains in an 
accident. 


This brief outline has given some of the pic- 
ture as a safety engineer views it. Other indus- 
tries have accomplished splendid results and I 
know the hospitals will not take a beating sitting 
down. You can buy insurance with the idea that 
the insurance company can pay the claims and it 
is not your worry so long as you have insurance. 
They will pay the claims all right, but remember 
this—they can not print money. If their cost goes 
up your premiums go up also. It is your money 
in the end so protect it all you can. 


Of all places a person has a right to expect safe 
care it is in a hospital. Possibly we may see the 
time when the requirements for approval by the 
College of Surgeons will incorporate certain mini- 
mum standards for safety. 


After all—the theme of hospital standardiza- 
tion is “the proper care of the sick and injured.” 
Such “proper care’ would seem incomplete, in- 
deed, without compliance with the basic rules of 
safety and the removal of every possible hazard 
surrounding the patient. 





American Occupational Therapy Association Convention — 1940 


The American Occupational Therapy Associa- 
tion, representing a membership of about 1,200 
therapists from all over this country and foreign 
territory, will convene in Boston, September 16 to 
20, in conjunction with the American Hospital 
Association. Headquarters for the Occupational 
Therapy group will be at the Hotel Somerset, 400 
Commonwealth Avenue. 


The local Convention Committee is completing 
details on the program in which leading persons 
in medical circles will participate. The opening 
sessions will take place at the Harvard Medical 
School Amphitheater, where Dr. Edward D. 
Churchill, professor of surgery, Harvard Medical 
School, will read a paper on “Surgery of the 
Chest,” followed by a clinical presentation on 
“Treatment of Hand Injuries,” by Dr. Henry C. 
Marble, assisting visiting surgeon in charge of 
Hand Clinic, Massachusetts General Hospital. 


Other high lights of the program include two 
sessions to be devoted to Round Table discussion: 


1 Occupational Therapy in Community Health 
Leader, Helen King, Supervisor of Physiotherapy 


and Occupational Therapy, Visiting Nurse Associa- 
tion, Detroit, Michigan 
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2 Correlating Occupational Therapy with Re- 
habilitation Agencies 


Leader, Terry Foster, Research Agent, Vocational 
Rehabilitation Division, United States Department 
of Education, Washington, D. C. 


3 Education as a Therapeutic Agent 


Leader, Edward M. Parrish, Director of Study and 
Craft Guild, Saranac Lake 


4 Behaviour Problems as Related to Occupa- 
tional Therapy 


Leader, Dr. George E. Gardner, Massachusetts Gen- 
eral Hospital and Judge Baker Foundation 


Scientific and Educational Exhibits will be 
housed with the American Hospital Association in 
Mechanics Hall. A special showing of motion pic- 
tures, dealing with special phases of occupational 
therapy throughout the United States, is sched- 
uled. 


In addition to the main registration desk at 
Hotel Somerset, an information desk will be main- 
tained at the Hotel Statler. Transportation be- 
tween the two hotels for American Hospital As- 
sociation members, wishing to attend American 
Occupational Therapy Association meetings, will 
be arranged. 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


@ Things I Can Do Without— 

Nurses who “gossip” outside about hospital 
affairs 

Doctors who believe they must be disagree- 
able in order to get proper service from hos- 
pital personnel 

Employees who forget to observe organ- 
ization lines in presenting their personal 
problems or aims 

Department heads who resist progress 


Things I Should Like to Have— 

Only as many problems as I can handle 
with efficiency and after the requisite study 

Less work in my office and more contact 
with the details of the work of the hospital 

More callers at my office who would rec- 
ognize when an interview is ended and when 
wastage of time begins 

More time to devote to the personal prob- 
lems of patients and employees 

C. W. Munger, M.D. 


@ Things I Can Do Without— 

Superior and selfish airs of superintendents 
and supervisors 

Rocking chairs 

Hearing by “Grape Vine” complaints of a 
dismissed patient 

Too much slang, such as “OK” and also use 
of trite expressions by personnel members 

Flapping window shades 

Too many salesmen calling in one day 

Touchy dispositions 

Gladys Brandt 


@ While we had what we thought was a menu - 


with a wide range of choice of foods for private 
room patients, we were receiving around fifty to 
sixty special orders each day. This put quite a 
load on the kitchen and while we charged for 
these separate orders we did not like the idea of 
the extra charges for food appearing on the pa- 
tient’s bill. We also did not believe that the 
patient liked “the nuisance” charges. We at- 
tempted the following procedure, knowing at the 
time that it might act as a boomerang. Each 
Sunday, on making rounds, (my assistant and 
myself alternate Sunday rounds) we would, on 
visiting the patient, ask if there was anything 
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we could do to make him more comfortable and 
one of the statements invariably made was, “If 
there is anything which you particularly like in 
the line of food and it does not happen to be on 
the menu, please do not hesitate to ask for it; 
write it on the menu and we shall, if at all possi- 
ble, get it for you and there will be no extra 
charge.” This statement appeared to be loaded 
with dynamite. The result of our experiment was 
that our special orders dropped to about ten per 
cent of what they had been. 

The psychology behind this, I believe, is that 
the patient who sees that we are trying to do 
everything to make him comfortable and happy 
does not want to add his wants to what he prob- 
ably believes must be an already overworked 
kitchen staff. 

Once in a very great while some one takes 
advantage of us, but this does not occur more 
than probably two or three times a year. 

Fraser D. Mooney, M.D., C.M. 


@ When in doubt as to administrative pro- 
cedure stick to the rule, unless you are consciously 
experimenting. 

* * * 

The improvement of a person’s habits should 
never be undertaken during illness, unless these 
habits interfere with his recovery or jeopardize 
the interests of other patients. 

* * * 

Research in chronic disease produces dividends 
which enable the strong the better to enjoy their 
strength. “Sweet are the uses of adversity.” 

* * * 

One of the essential qualifications of the hospi- 
tal administrator is the gift of vision. However, 
in parlous times like these, one must not expect 
too much of him. Visibility is poor. The ceiling 
is low and there are storm clouds in all directions 
—some of them no larger than a man’s fist. At 
the moment, very few can see beyond their own 
noses. 

The one who will be able to see far enough 
ahead to lead medicine and the hospital into safe 
paths will be entitled to a place among the 
immortals. 

E. M. Bluestone, M.D. 
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holding a large number of the annual con- 

ferences of the state, provincial, and re- 
gional associations. Without exception, these 
conferences and conventions are well attended, 
and the interest of the delegates in these annual 
conventions is directly reflected in the develop- 
ment and progress of hospital care, hospital ad- 
ministration, and management in the institutions 
throughout the country. 


M and June are the months selected for 


A check up of the registered attendance at 
these various meetings showed that more than 
15,000 hospital people attended the annual con- 
ventions of the state, provincial, and regional 
associations. The programs of these associations, 
without exception, were interesting, informative. 
and of the highest educational value. It is signifi- 
cant that in a period of sixty days the hospital 
people of practically every section of the United 
States and Canada have assembled in confer- 
ences with the sole objective of coordinating in 
every good way the activities related to good hos- 
pital care and good hospital administration. 


Ee 


Tri-State Hospital Assembly 


With a registration of 3,500 persons, 60 pro- 
grams and 91 exhibits, the Eleventh Annual Tri- 
State Hospital Assembly reached an all-time high 
from the standpoint of attendance, interest and 
conviviality. As usual it was held in the Stevens 
Hotel in Chicago on May 1, 2 and 3, under the 
sponsorship of the hospital associations of Illinois, 
Indiana, Michigan and Wisconsin. 


The general morning sessions were devoted to 
the following three main subjects: Wednesday 
morning, “Organization and Management of the 
Small Hospital’; Thursday morning, “Effective 
Methods for Conservation. of Funds”; and Friday 
morning, “Recent Advances in the Various Serv- 
ices Rendered the Patient.” 


The afternoon sessions were broken down into 
a large number of group conferences dealing with 
problems of special interest to accountants, anes- 
thetists, bibliotherapists, dietitians, engineers, 
housekeepers, hospital service plan executives, 
laundry managers, medical record librarians, 
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Associations 


medical social workers, medical staff officers, 
nurses, occupational therapists, pharmacists, 
physical therapists, x-ray technicians, auxiliary 
and volunteer workers, clinical laboratory techni- 
cians, sanatoria superintendents, etc. 


With such a wide array of special interests, it 
was quite natural that there should have been a 
vast number of varied expressions and points of 
view. It was of particular interest to note that 
throughout these sessions there was a persistent 
and recurrent reference to the human equation— 
the importance and responsibility of adequate 
hospital personnel in meeting the many new pro- 
fessional and financial demands on the modern 
hospital. 


Mary E. Skeoch, R.N., superintendent of St. 
Luke’s Hospital in Marquette, Michigan, thus 
struck the keynote in her paper on “Securing and 
Maintaining Adequate and Competent Personnel,” 
when she said: “It all depends on the superin- 
tendent. Employees, professional and nonprofes- 
sional, must have the pace set for them by the 
superintendent.” H. Mortimer Bishop, M.D., staff 
surgeon of the Saginaw General Hospital of Sag- 
inaw, Michigan, also stressed the importance of 
proper personnel and leadership, in his paper, 
“Organizing the Medical Staff in the Small Hos- 
pital.” Said he: “The successful execution of these 
suggestions implies the need of a superintendent 
with firm executive ability but withal understand- 
ing ... It implies the existence of a fearless hos- 
pital board totally uninfluenced by all except veri- 
fied factual data in making its decisions.” Han- 
nah Rosser, R.N., superintendent of the Vermil- 
lion County Hospital, Clinton, Indiana, arrived 
at a similar conclusion in her paper on “Providing 
Efficient Nursing Service for the Small Hospital,” 
when she advised “that it is most important to 
have careful selection of personnel, wise supervi- 
sion, good living wages with reasonable working 
hours.” 


Discussing the most effective methods for con- 
servation of funds, Leverett S:. Woodworth, M.D., 
assistant director of Harper Hospital, Detroit, 
again arrives at the problem of personnel. Said 
he: “It would seem that the basic cause of waste 
in the professional care of patients is due in large 
part to the inability of the members of the differ- 
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ent departments of the hospital, including phy- 
sicians, to appreciate and understand the coopera- 
tive goal of the institution.” Grace T. Crafts, 
R.N., superintendent of Madison General Hospi- 
tal, Madison, Wisconsin, speaking on departmen- 
tal economies and control of waste from the view- 
point of the nurse, said: “To have different de- 
partments well organized in an everyday drive 
against waste, one must have efficient supervision 
—supervisors who are interested, cooperative, 
alert, and in sympathy with every aim of the hos- 
pital. To have a staff that is economy and waste 
conscious, one must first have supervisors who 
are economy and waste conscious.” The same 
theme was again stressed by Nell Clausen, dieti- 
tian of the Milwaukee Children’s Hospital, in her 
paper, “Employ a capable dietitian.” She said, 
“Give her full responsibility for her department, 
and economy and control of waste will be a result 
of the proper discharge of her duties.” Warren 
W. Furey, M.D., radiologist of the Little Company 
of Mary Hospital, Evergreen Park, Illinois, speak- 
ing on economies and control of waste, concluded 
that “a well qualified radiologist and expert tech- 
nical help . . . will contribute toward this goal.” 


The ability, training, experience, and general 
knowledge of the individual employed by a hos- 
pital were likewise stressed by Beatrice E. Ger- 
rin, R.N., dean of the School of Nursing and 
superintendent of Nursing Service of the Indian- 
apolis City Hospital; by John S. Coulter, M.D., 
associate professor and in charge of the Physical 
Therapy Department, Northwestern University 
School of Medicine; by Virginia Watwood, O.T.R., 
occupational therapist of the Indiana Medical 
Center in Indianapolis; by Margaret L. Wallace, 
hospital librarian. of the Gary Public Library; 
and by Ruth Gershundy Ochs, director of the So- 
cial Service Department of the Mount Sinai Hos- 
pital, Milwaukee. 


The general impression secured from all these 
papers and discussions was that, in an age of sci- 
entific and mechanical advance unequaled in any 
other period in, history, the hospital and the hos- 
pital authorities, must definitely set out to make 
sure that their employees—the hospital person- 
nel generally, from the top-ranking officer to the 
most humble employee—are equal to the tasks 
which higher standards, techniques, services and 
equipment require. 


On Wednesday evening two Departmental 
Round Table Conferences were held: one dealing 
with such topics as administrative practices, busi- 
ness management, hospital service plans, medical 
records, nursing service, public relations, etc. ; the 
other dealing with such subjects as anesthesia 
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service, medical social service, obstetrical service, 
occupational therapy, pathology service and phys- 
ical therapy. Another Panel Round Table Con- 
ference for small hospitals was held on Friday 
afternoon with Gladys Brandt, superintendent of 
the Cass County Hospital at Logansport, Indiana, 
in charge. 


A new idea, introduced for the first time by Dr. 
Malcolm T. MacEachern, made available to the 
members present an individual consultation serv- 
ice covering twenty-two phases of hospital ad- 
ministration. Experts were assigned to tables 
arranged along the corridor just outside the 
meeting halls. On each table was placed a placard 
indicating the type of information available. 
Judging by the number of persons who consulted 
the various experts, there is reason to believe that 
there is a need for this type of informal, per- 
sonal, and individual consultation, service. 


The Annual Tri-State Assembly Banquet on 
Thursday evening, crowding the large Boulevard 
Room of the Stevens Hotel to capacity, was the 
main social event of the assembly and provided a 
variety of entertainment to the delegates. Robin 
C. Buerki, M.D., presided, and James A. Hamil- 
ton, superintendent of the New Haven General 
Hospital in New Haven, Connecticut, and presi- 
dent of the American College of Hospital Adminis- 
trators, gave the main address of the evening. In 
recognition of his service to the Tri-State, a set of 
beautiful over-night baggage was given to Mal- 
colm T. MacEachern, M.D. There was of course 
the usual dance following the banquet. 


Robin C. Buerki, M. D., was again elected 
chairman, and Albert G. Hahn was elected ex- 
ecutive secretary of the Tri-State Hospital As- 
sembly. The Executive Committee is as follows: 
Representing the Illinois Hospital Association, 
Charles A. Lindquist, Sherman Hospital, Elgin, 
Victor S. Lindberg, Victory Memorial Hospital, 
Waukegan, and C. J. Hassenauer, Garfield Park 
Community Hospital, Chicago; representing the 
Indiana Hospital Association, Nellie G. Brown, 
R.N., Ball Memorial Hospital, Muncie, Albert G. 
Hahn, Protestant Deaconess Hospital, Evansville, 
and Evelyn McGuiness, R.N., Epworth Hospital, 
South Bend; representing the Michigan Hospital 
Association, E. F. Collins, M.D., Grace Hospital, 
Detroit, Robert G. Greve, University Hospital, 
Ann Arbor, and Mrs. Kate J. Hard, Saginaw 
General Hospital, Saginaw; and representing the 
Wisconsin Hospital Association, N. E. Hanshus, 
Luther Hospital, Eau Claire, E. T. Thompson, 
M.D., Mount Sinai Hospital, Milwaukee, and 
Robin C. Buerki, M.D., Commission on Graduate 
Medical Education, Chicago. 


Officers elected by the Illinois Hospital Asso- 
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ciation on May 2 are: President, Charles A. Lind- 
quist, Sherman Hospital, Elgin; First Vice-Presi- 
dent, Sister M. Cecilia, R.N., St. Joseph’s Hospital, 
Bloomington; Second Vice-President, William H. 
Tenney, Illinois Masonic Hospital, Chicago; and 
Secretary-Treasurer, Victor S. Lindberg, Victory 
Memorial Hospital, Waukegan. 


Officers elected by the Indiana Hospital Asso- 
ciation on May 2 are: President, Nellie G. Brown, 
Ball Memorial Hospital, Muncie; President-Elect, 
Sister Rose, R.N., St. Vincent’s Hospital, Indian- 
apolis; Vice-President, Hannah Rosser, R.N., 
Vermillion County Hospital, Clinton; Executive 
Secretary, Albert G. Hahn, Protestant Deaconess 
Hospital, Evansville; and Treasurer, Frank 
Scheffler, Union Hospital, Terre Haute. The Del- 
egate for Indiana is Edgar Blake, Jr., Methodist 
Episcopal Hospital, Gary; and the Alternate is 
Gladys Brandt, R.N., Cass County Hospital, Lo- 
gansport. 


Officers elected by Michigan Hospital Associa- 
tion on May 1 are: President, E. F. Collins, M.D., 
Grace Hospital, Detroit; President-Elect, Amy 
Beers, R.N., Hackley Hospital, Muskegon; First 
Vice-President, Mrs. Jessie P. Bernard, Cottage 
Hospital, Detroit; Second Vice-President, Otis 
B. Birdsall, Delray General Hospital, Detroit; and 
Secretary-Treasurer, Robert G. Greve, University 
Hospital, Ann. Arbor. Delegates for Michigan: 
Donald M. Morrill, M.D., Receiving Hospital, De- 
troit, and Robert G. Greve, University Hospital, 
Ann Arbor. Alternates for Michigan: Mary E. 
Skeoch, R.N., St. Luke’s Hospital, Marquette, and 
Willard L. Quennell, M.D., Highland Park General 
Hospital, Highland Park. 


The Wisconsin Hospital Association did not 
elect officers at this meeting, but on May 1 this 
association elected as its Delegate, Robin C. 
Buerki, M.D., Commission on Graduate Medical 
Education, Chicago, Illinois, and as its Alternate, 
Rev. Herm L. Fritschel, D.D., Milwaukee Hospi- 
tal, Milwaukee. 

a ee 


Hospital Association of New York State 


The Hospital Association of New York State 
held its Sixteenth Annual Conference at the Hotel 
Statler in Buffalo, May 22-24. There was a large 
and representative group of hospital people in at- 
tendance. There were probably more New York 
State hospitals represented than at any previous 
conference. 


The technical exhibit was particularly well 
staged, with a larger number of commercial firms 
and manufacturers participating. It was an un- 
usual display of hospital furniture, equipment, 
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and supplies, and filled the entire exhibit space at 
the Hotel Statler. 


The conferences opened on Wednesday, May 22, 
with Jerome F. Peck, president of the Associa- 
tion, presiding. After election of delegates and 
alternates to the House of Delegates of the Ameri- 
can Hospital Association, Malcolm T. MacEachern, 
M.D., of the American College of Surgeons, 
Chicago, conducted a round table on “General Ad- 
ministrative Problems.” 


In the afternoon, L. M. Arrowsmith, St. John’s 
Hospital, Brooklyn, presided over the Administra- 
tion I Section, which was addressed by R. C. 
Buerki, M.D., Commission on Graduate Medical 
Education, Chicago, on “Staff Organization and 
Graduate Medical Training”; Everett W. Jones, 
Albany Hospital, Albany, and George Radz, Dep. 
Comm. Public Welfare, Rensselaer County, on 
“The Voluntary Hospital and the District Welfare 
Department.” Dr. Buerki conducted the round 
table on the topics discussed at this section. 


On Thursday morning Fraser D. Mooney, M.D., 
Buffalo General Hospital, Buffalo, presided at the 
Administration II Section, during which James A. 
Hamilton, New Haven Hospital, New Haven, Con- 
necticut, presented “Inclusive Rates,” and C. 
Rufus Rorem, Ph.D.; Commission on Hospital 
Service of the American Hospital Association, 
Chicago, presented “Hospitals, Hospital Service 
Plans and Commercial Insurance.” Dr. Mooney 
conducted the round table on the topics discussed, 
including problems of accounting, cost analysis, 
and cost distribution in large and small hospitals. 


The afternoon session was given over to the 
discussion of nursing problems, and Thelma H. 
Kenyon, president of District No. 1 of the 
New York State Nurses’ Association, presided. 
Frederick MacCurdy, M.D., Vanderbilt Clinic, New 
York City, addressed the section on the subject of 
“What Is a Practical Nurse?”; Ruth Hall, presi- 
dent of New York State Nurses’ Association, Buf- 
falo, presented the subject “Hospital Nursing, 
New Legislation and Licensure”; and M. Eva 
Dunne, director of nurses of Buffalo General Hos- 
pital, Buffalo, conducted the round table on the 
topics discussed. 


On Friday morning Rev. John J. Bingham of 
the Catholic Charities, New York City, presided 
at the Business Management Section. Dewey H. 
Palmer, formerly of Consumers’ Research Bureau, 
presented the subject, “The Value of Research in 
Hospital Purchasing,” and this subject was dis- 
cussed by Warren W. Irwin, Strong Memorial 
Hospital, Rochester. A. H. Zugger, Statler Hotel 
Corporation, Buffalo, addressed the section on 
“The Hotel Side of Hospital Care,” and John H. 
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Hayes, Lenox Hill Hospital, New York City, con- 
ducted a round table on the topics discussed. 


The afternoon session was a combined Depart- 
mental Section—Record Room, Pharmacy, Me- 
chanical and Housekeeping—and Glenn R. Stude- 
baker of Albany Hospital, Albany, presided. This 
section was a symposium presented by Mrs. Laura 
M. Fenno, Edward J. Meyer Memorial Hospital, 
Buffalo; Sister Maria Joseph, St. Joseph’s Hos- 
pital, Far Rockaway Beach, Long Island; and T. 
Joseph Hogan, Buffalo General Hospital, Buffalo. 
Walter S. Goodale, M.D., Buffalo City Hospital, 
Buffalo, conducted a general round table. 


The following officers were elected for the en- 
suing year: 


President—Frederick MacCurdy, M.D., New 
York City 


First Vice-President—Basil C. MacLean, M.D., 
Rochester 


Second Vice-President—David Q. Hammond, 
New York City 


Treasurer—Austin J. Shoneke, New Rochelle 


Trustees—Robert L. Eckelberger, Johnson 
City; Bernard McDermott, Brooklyn. 


——— 


Hospital Association of Pennsylvania 


The Nineteenth Annual Conference of the Hos- 
pital Association of Pennsylvania was held at the 
Hotel William Penn in Pittsburgh on May 8, 9 
and 10, in cooperation with The Pennsylvania 
Association of Nurse Anesthetists, The Pennsyl- 
vania Association of Medical Record Librarians, 
and The Pennsylvania Physiotherapy Association. 


The pre-convention publicity reached its climax 
the day before the opening session with two half- 
hour radio programs, in which prominent mem- 
bers of the Association. participated in broad- 
casting open forum discussions concerning ‘“‘Hos- 
pitals and the Community” and “Hospital Prog- 
ress.” 


Extensive preparations among hospitals for 
Hospital Day the following Sunday and the open- 
ing of the Biennial National Nursing Convention 
in Philadelphia the same day were reflected in an 
attendance which was lower than in previous 
years. The total registration was just under one 
thousand persons. 


The morning session of the first day was con- 
fined to reports, but unlike the usual presentation 
of details of a year’s activities, several outstand- 
ing developments were revealed. In the board of 
trustees’ report, it was stated that the consulta- 
tion service for the executive secretary’s offices 
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in Philadelphia and Harrisburg had been en- 
larged to a point where 600 requests for infor- 
mation from member hospitals had been received 
and answered during the year. It was also indi- 
cated that the broad changes in the membership 
structure, setting up minimum standards for 
membership and adopting an equitable schedule 
of dues rates to carry through an eighteen thou- 
sand dollar annual budget, had been successfully 
accomplished. Only four per cent of the member 
hospitals failed to meet the new standards, and 
the membership now stands at 199 hospital mem- 
bers and 650 personal members. 


The interest of the Regional Associations 
throughout the state seemed to be the energizing 
force behind the progress of the mother organi- 
zation. A total of twenty-eight meetings were 
held among the five local associations during the 
year. A sixth association, comprising the area 
of the Susquehanna Valley, was organized at the 
conference. 


One of the foremost papers was “An Appraisal 
of Hospital Insurance Problems,” presented by 
Melvin L. Sutley, chairman of the Association’s 
Council on Policies and Administrative Practice, 
and based upon an extensive study conducted by 
that body. 


Topics covering community, patient and em- 
ployee relationships of a hospital were: “Hospital 
Publicity,” “Good Will Through Public Opinion,” 
“Bed Debts,” and “Employer-Employee.” 


Presentations of more general interest in the 
hospital field were made by John N. Hatfield of 
Philadelphia, on. ““Newer Concepts,” an appraisal 
of the more serious problems confronting hospi- 
tals and of the methods necessary for their ad- 
justment; by Robin C. Buerki, M.D., on “Intern 
Procurement,” and by James A. Hamilton on 
“Human Engineering in a Hospital Organiza- 
tion.” 


The Trustees’ Session was attended by eighty 
hospital trustees from the western part of Penn- 
sylvania. It was featured by contributing talks 
on worth while subjects by Fred G. Carter, M.D., 
president of the American Hospital Association, 
and Malcolm T. MacEachern, M.D., followed by an 
enthusiastic round table on problems relating to 
the interests of governing boards. 


One of the most interesting discussions cen- 
tered around the papers relating to nursing prob- 
lems: “Adaptation of the New Curriculum,”’ Sis- 
ter M. Laurentine of the State Nursing Board; 
“Evaluating Your Training School,” a critical 
and intelligent analysis of various criteria which 
may be used for different types of school, ably 


HOSPITALS 














rn ae ee 


I Le a a A a  s 








EL SEE" OS 











presented by Ruth Perkins Kuehn, dean of the 
University of Pittsburgh School of Nursing; and 
“Future of the School of Nursing in the Small 
Hospital,” by Harry A. Jones of Washington 
(Pa.) Hospital’s board of trustees, a lively in- 
dictment of those minimum standards which sup- 
port the trend to curtail the training of nurses 
in the smaller communities. 


The executive secretary, Harold T. Prentzel, re- 
ported that he was completing his third and last 
term in the office, and that the association had 
developed to the point where the duties of the 
office can no longer be directed upon a voluntary 
basis. Plans which had been in progress for sev- 
eral years, have now been completed and the ap- 
pointment of a full-time executive secretary will 
be made at the next board of trustees’ meeting 
following the conference. 


The financial stability of the association was 
evidenced by the attainment of a goal which had 
been set in the early days of the organization. A 
reserve fund of $10,000 was finally achieved at 
this meeting. . 


The presentation of the annual award for “out- 
standing achievement in the field of public edu- 
cation”? was made to the Conemaugh Valley Me- 
morial Hospital of Johnstown, winner of the 1936 
American Hospital Association Hospital Award, 
of which Herbert G. Fritz is superintendent. The 
award was in the form of a large bronze key- 
stone, inscribed with the purpose of the award, 
the date and the name of the hospital, and 
mounted on a background of solid walnut. 


Demonstrations of dietary control, central sup- 
ply rooms and nursing techniue were featured at 
three Pittsburgh hospitals during the convention. 


Following a precedent begun three years ago, 
the banquet and ball was an evening of humorous 
and musical entertainment. 


After the inauguration of the President, Major 
Roger A. Greene, of Pottsville Hospital, the fol- 
lowing officers as elected were presented: 

President-elect—William E. Barron, Superin- 

tendent, Washington Hospital, Washington 

First Vice-President—Esther J. Tinsley, Su- 

perintendent, Pittston Hospital, Pittston 

Second Vice-President—Sister Mary Gertrude, 

Superintendent, St. Mary’s Hospital, Phila- 
delphia 

Treasurer—Elmer E. Matthews, Superintend- 

ent, Wilkes-Barre General Hospital, Wilkes- 
Barre 
Board of Trustees—(One year term), Presi- 
dent, Ralph W. Harbison, Presbyterian Hos- 
pital, Pittsburgh; (three year term) Abra- 
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ham Oseroff, Director, Montefiore Hospital, 
Pittsburgh; (three year term) Harold T. 
Prentzel, Business Manager, Friends Hospi- 
tal, Philadelphia. 


Delegates elected by the membership of the 
American Hospital Association at the conference 
were: 


Delegates: 
Lewis N. Clark, Philadelphia 
Col. Percy L. Jones, Erie 
Alma M. Troxell, Oil City 


Alternates: 
Herman §. Mehring, Philadelphia 


R. F. Hosford 
Esther J. Tinsley 


There were sixty-three commercial exhibits and 
four educational displays on the exposition floor 
of the conference. 





lowa Hospital Association Convention 


The Iowa Hospital Association held its eleventh 
annual convention in the Hotel Fort Des Moines, 
of that city, on April 22 to 24, with a total at- 
tendance of almost 400 persons. Meeting jointly 
with the hospital association were the Iowa State 
Dietetic Association, the Iowa State Record Li- 
brarians’ Association, the Iowa Society of X-ray 
Technicians, and the Iowa League of Nursing 
Education. 


Monday was devoted primarily to reports by the 
President, Treasurer, and Council Chairmen. At 
the meeting in the evening at Mercy Hospital, 
papers were presented on “The Preparation of 
the Nurse for Community Service,” by Blanche 
Graves, R.N., director of nursing education, Iowa 
Board of Nurse Examiners, and “Economics of 
Nursing Education,” by Robert E. Neff, admin- 
istrator of the State University of Iowa Hospitals. 
The round table was led by Malcolm T. MacEach- 
ern, M.D., associate director of the American Col- 
lege of Surgeons. 


The high lights of the Tuesday program were 
addresses on “Accounting for Small Hospitals,” by 
Graham L. Davis, consultant on hospitals, of the 
W. K. Kellogg Foundation; “Recent Trends in 
Federal Health Legislation,” by Arnold F. Emch, 
Ph.D., assistant secretary of the American Hos- 
pital Association; “Hospital Service in America,” 
by John R. Mannix, director of the Michigan So- 
ciety for Group Hospitalization, and “Hospitals 
and the Law,” by Mason Ladd, dean of the College 
of Law of the State University of Iowa. 


The Wednesday morning program included pa- 
pers on “Modern Trends in Hospital Planning,” by 
William H. Walsh, M.D., hospital consultant, and 
“Are you Washing Dollars Out of Your Linen?” 
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by L. A. Bradley, manager of laundry service of 
the University of Iowa, and director of the Iowa 
Institute of Laundries. 


The annual banquet, on Tuesday evening, with 
the Rev. J. P. Van Horn, presiding, furnished a 
most delightful respite, with dance selections by 
Anne Sparkman and impersonations by Bert 
Henderson. Most noteworthy, however, were the 
vocal selections of the combined nurses glee clubs 
of the Broadlawns Polk County Hospital, the Iowa 
Lutheran Hospital, the Mercy Hospital, and the 
Iowa Methodist Hospital, under the direction of 
Alex Lindblom. 


Officers elected by the Iowa Hospital Associa- 
tion are as follows: President, R. J. Connor, State 
University of Iowa Hospitals, Iowa City; First 
Vice-President, John H. Peck, M.D., State Sana- 
torium, Oakdale; Second Vice-President, Sister 
Mary Ursula, St. Joseph Mercy Hospital, Du- 
buque; Secretary, Orville Peterson, Eldora Me- 
morial Hospital, Eldora; and Treasurer, A. Lange- 
haug, Lutheran Hospital of Fort Dodge. The 
American Hospital Association delegates elected 
are: Sister Mary Magdalene, St. Joseph Hospital, 
Ottumwa, and the Rev. J. P. Van Horn, St. Luke’s 
Methodist Hospital, Cedar Rapids; the alternates 
elected are: Paul Hansen, Iowa Lutheran Hospi- 
tal, Des Moines, and T. P. Sharpnack, Broadlawns 
Polk County Public Hospital, Des Moines. 


Sines 
Kentucky State Hospital Association 


The two-day convention of the Kentucky State 
Hospital Association was held in the Brown Hotel 
in Louisville on April 25 and 26, with approxi- 
mately 75 persons in attendance. 


The Thursday morning program included pa- 
pers and discussions on such varied subjects as 
“Medical Records” by Sister Celeste Marie; “Mak- 
ing the Hospital an Educational Center,” by Dr. 
Malcolm T. MacEachern; “What the Chaplain 
Means to the Hospital,” by the Rev. Bernard A. 
Spoelker of the St. Joseph’s Infirmary; and “The 
Spirit of Service Rendered by the Modern Hos- 
pital,” by S. A. Ruskjer of the William Mason 
Memorial Hospital. These papers and discussions 
were followed by a panel discussion on “The Small 
Hospital and Its Problems” led by Frieda Diete- 
richs of the Daviess County Hospital. 


The theme of the Thursday afternoon session 
was what the hospital expects of the nursing 
school and physician, and what the nursing school 
and physician expect of the hospital. Speakers 
who took up the various parts of this theme were 
Dr. M. J. Henry of Louisville, H. L. Dobbs of the 
Kentucky Baptist Hospital, Honor Murphy of the 
State Board of Nurses Examiners, and Mabel L. 
Kuebler of the Children’s Free Hospital. This 
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symposium was followed by an especially inter- 
esting talk on “Communicable Diseases” by Dr. 
Fred W. Caudill of the State Board of Health, and 
by a discussion on “Recent Developments in Non- 
profit Hospital Service Plans” by D. Layne Tynes 
of the Louisville Community Hospital Service 
Plan. Dr. A. T. McCormack, State Health Com- 
missioner, spoke extemporaneously on the rela- 
tion of the State Board of Health and the medical 
profession to the hospital service plans. 


The Thursday evening session was devoted to 
a round table at the St. Joseph’s Infirmary, with 
Dr. R. C. Buerki and Dr. Malcolm T. MacEachern 
leading. An interesting exhibit at the St. 
Joseph’s Infirmary depicted the development of 
this institution from its inception exactly 100 
years ago to the present—a growth from a hum- 
ble beginning to a large and exceptional hospital 
of 275 beds and 6,849 admissions in 1939. 


The Friday program included among its topics 
and speakers: “The Voluntary Hospital—lIts 
Present and Future,” by Thomas B. Ashley of the 
Methodist Hospital in Pikeville; “Financing and 
Meeting the Problems of Financing,” by J. W. 
Knox of the Danville and Boyle County Hospital; 
“Laundry Problems of Today,” by R. E. Hauber 
of Proctor and Gamble Co.; “Federal Health Leg- 
islation,”’ by the Rev. Alphonse M. Schwitalla, S.J., 
president of the Catholic Hospital Association; 
and “The Position of the Voluntary Hospital in 
Modern Society,” by Arnold F. Emch, Ph.D., 
assistant secretary of the American Hospital As- 
sociation. The Friday session was brought to a 
close with a round table on public relations, led by 
Arden E. Hardgrove of the Norton Memorial In- 
firmary, and a business meeting at which Associa- 
tion officers and delegates were elected. 


Officers elected by the Kentucky State Hospital 
Association are as follows: President, Paul A. Tur- 
ner, M.D., Kentucky State Tuberculosis Sanator- 
ium, Louisville; President-Elect, Arden E. Hard- 
grove, Norton Memorial Infirmary, Louisville; 
First Vice-President, Rhoda Carroll, Pattie A. 
Clay Infirmary, Richmond; Second Vice-President, 
Sister M. Michaella, St. Joseph Infirmary, Louis- 
ville; and Secretary and Treasurer, J. T. Wheeler, 
Pewee Valley Sanitarium, Pewee Valley. 


South Dakota Conference 
The Fourteenth Annual Conference of the 
South Dakota State Hospital Association was held 
at Sioux Falls, May 6-7, with a registration ex- 
ceeding 60. 


The program included papers and discussions 
on a variety of subjects, such as the following: 
“Hospitalization Insurance,” by H. P. Skoglund, 
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president, North American Life and Casualty 
Company; “Federal Health Legislation,” by Ar- 
nold F. Emch, Ph.D., assistant secretary of the 
American Hospital Association; ‘““Present Trends 
in Nursing Education,” by Martha B. Krause, 
R.N., director of the Department of Nursing at 
the State College; “Educating Nurses to Nurse,” 
by Carrie A. Benham, R.N., director of Nursing 
Education; “A Review of Liability Insurance,” by 
Holton Davenport, attorney; and “Impending 
Legislation,” by Warren Darling of the Sprague 
Hospital. 


On. Monday the Delegates were the guests of 
Rev. Sister M. Viator of the McKennan Hos- 
pital; on Tuesday they were the guests of Rev. 
C. M. Austin, superintendent of the Sioux Valley 
Hospital. At the Annual Banquet, which was held 
in the Y. M. C. A. on Monday evening, members 
were treated to an address by the Very Rev. 
Msgr. Hoch, Chancellor of the Sioux Falls Cath- 
olic Diocese and a Pageant on “Progress in Nurs- 
ing History,” presented by the Sioux Valley Hos- 
pital School of Nursing. 


At the close of the Conference, plans were 
authorized to join the Iowa and Nebraska Hospi- 
tal Associations in a tri-state convention at Sioux 
City, Iowa, in April, 1941. 


Officers and delegates elected by the South Da- 
kota State Hospital Association are: President, 
Rev. Sister M. Viator, McKennan Hospital, Sioux 
Falls; Vice-President, P. J. Blegen, Peabody Hos- 
pital, Webster, and Secretary-Treasurer, George 
Kienholz, Pierre Clinic, Pierre. Edna Davidson, 
Black Hills Methodist Hospital, Rapid City, and 
Warren Darling, Sprague Hospital, Huron, were 
elected trustees. Miss Davidson was elected Dele- 
gate to the American Hospital Association. and 
the Rev. C. M. Austin, Sioux Valley Hospital, 
Sioux Falls, was elected Alternate. 


Connecticut Hospital Association 


The annual meeting of the Connecticut Hospital 
Association was held in Hartford on Wednesday, 
May 22. This was a one-day meeting with Wil- 
mar Allen, M.D., president of the Association, pre- 
siding. 


At 11:00 a. m. there was a meeting of the Board 
of Trustees; the noon luncheon was the business 
meeting of the Association; and in the afternoon 
Honorable John C. Blackall, Insurance Commis- 
sioner of the State of Connecticut, presented the 
paper “Hospitalization Insurance,” Honorable 
Michael A. Connor, Commissioner of Motor Ve- 
hicles of the State of Connecticut, presented the 
paper “Motor Vehicle Financial Responsibility 
Laws,” and the session closed with a round table 
discussion on “Hospital Problems.” 
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Washington State Hospital Association 


The eighth annual meeting of the Washington 
State Hospital Association was held in Spokane 
on May 17-18. 


On Friday morning, after the Invocation by 
Rev. Leo S. Robinson, 8.J., president of the Gon- 
zaga University, and the greeting extended by 
Honorable Frank Sutherlin, Mayor of Spokane, 
the response to which was made by the president 
of the Association, Dr. Burton A. Brown, admin- 
istrator of Pierce County Hospital, Tacoma, Dr. 
Brown delivered his presidential address. Sister 
Magdalene, R.N., director of nurses of Sacred 
Heart School of Nurses, Spokane, spoke on “The 
Hospital and the General Duty Nurse,” and Mrs. 
Charlotte Dowler, R.N., director of nurses of St. 
Luke’s Hospital, Spokane, was the discussant. 
Mrs. Cecile T. Spry, R.N., superintendent of Ever- 
ett General Hospital, Everett,:led the panel dis- 
cussion. Helen Morgan, director of social service 
department, Pierce County Hospital, Tacoma, 
spoke on “Social Service in the Hospital—Eligi- 
bility Considerations,” and Dr. H. E. Rhodehamel, 
past president of the Washington State Medical 
Association, Spokane, spoke on “Platform of the 
American Medical Association, and the National 
Physicians’ Committee for the Extension of Med- 
ical Service.” 


On Friday afternoon, after a luncheon at Sacred 
Heart Hospital, Dr. J. W. Henderson, superinten- 
dent of Cowlitz General Hospital, Longview, spoke 
on “Federal and State Legislation and the influ- 
ence on Washington Hospitals”; Howard Ries of 
Everett led the panel on “Legislation Public Re- 
lations”; C. J. Cummings, administrator of Ta- 
coma General Hospital, Tacoma, led the panel on 
“National Hospital Service Plans—The National 
Trend and the Present Status in Washington”; 
P. S. Brookes, F. McKevitt and J. Webster Hancox, 
attorneys-at-law of Spokane, spoke on “Safety in 
the Hospital—from the Legal Viewpoint”; Harry 
Fritz, Aetna Insurance Company, Spokane, spoke 
on “Safety in the Hospital—from the Engineers’ 
and Insurance Viewpoint”; after which a motion 
picture of National Hospital Day activities at the 
Paradise Valley Sanitarium and Hospital, Na- 
tional City, California, was shown, sponsored by 
Sister John of The Cross, Mount St. Vincent, 
Seattle, vice-president of the Association of West- 
ern Hospitals. 


The annual banquet was held on Friday evening, 
with Dr. Ralfe Tietge, president of the Eastern 
Washington College of Education, Cheney, as the 
principal speaker. 


On Saturday the speakers were Harriet Klein, 
director of nurses of Tacoma General Hospital, 
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Tacoma, who spoke on “Community Nursing 
Councils”; Dr. E. Neige Todhunter, associate pro- 
fessor of nutrition, College of Home Economics, 
Washington State College, Pullman, who spoke 
on “Research and Clinical Investigation in Some 
Present Day Problems of Nutrition”; Mrs. Doro- 
thy Gilman of Seattle, who spoke on “The Co- 
relation of the In- and Out-Patient Records De- 
partment at the King County Hospital System”; 
Dr. K. H. Van Norman, general superintendent 
of King County Hospital System, Seattle, who 
spoke on “The Relationship of the Administrator 
to the Board of Trustees”; Dr. George R. Kings- 
ton, Wenatchee, who spoke on “Present Day Pub- 
lic Health Problems in Relation to Hospitals”; 
Dr. Alfred O. Adams of Spokane, who spoke on 
“The Intern Problem”; Theodore H. Galland, field 
representative for the State Department of So- 
cial Security, Spokane, who spoke on “The State 
Department of Social Security’s Part in Programs 
for the Care of the Needy Sick”; and C. J. Cum- 
mings, newly elected president of the Association 
of Western Hospitals, gave a summary of the 
Convention of the Association of Western Hos- 
pitals. 





Association of California Hospitals 


At the annual meeting of the Association of 
California Hospitals held in Los Angeles, April 
10, the following officers were elected: 

President—Glenn E. Myers, M.D., Medical Di- 

rector, Compton Sanitarium and Las Cam- 
panas Hospital, Compton 

President-Elect—F. Stanley Durie, Superin- 

tendent, University of California Hospitals, 
San Francisco 

First Vice-President—D. L. Braskamp, Super- 

intendent, Alhambra Hospital, Alhambra 

Second Vice-President—Rt. Rev. Msgr. T. J. 

O’Dwyer, General Director, The Catholic Wel- 
fare Bureau, Los Angeles 

Treasurer—A. E. Maffly, Superintendent, Berke- 

ley General Hospital, Berkeley 
cote: 


Kansas State Hospital Association 


The twenty-sixth annual meeting of the Kan- 
sas State Hospital Association was held in Wich- 
ita on May 16-17, under the presidency of J. E. 
Lander, financial secretary of Wesley Hospital, 
Wichita. 


On Thursday afternoon, in addition to Mr. 
Lander’s presidential address, C. S. Billings, su- 
perintendent of Christ’s Hospital, Topeka, spoke 
on “The Problem of Handling Hospital Accounts” ; 
the Rev. Wm. Schaefers, Litt.M., St. Francis Hos- 
pital, Wichita, spoke on “Some Present Day Hos- 
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pital Problems”; Guy S. Miller of Lyons spoke 
on “Hospital Insurance in the Small Community”; 
and Mrs. Elizabeth Woolson, R.N., superintend- 
ent of Axtell Christian Hospital, Newton, spoke 
on “A Summary of National Hospital Day.” 


On Friday morning L. C. Austin, superintend- 
ent of Menorah Hospital, Kansas City, Missouri, 
spoke on “Hospital Organization”; Sister M. Ber- 
nice, operating room supervisor of Halstead Hos- 
pital, Halstead, spoke on “The Operating Room 
Circle and Its Value to the Student Nurse”; and 
Dr. L. Gilbert Little, Wichita, spoke on “The Re- 
sponsibility of the General Hospital Toward the 
Nervous Patient.” Dr. F. L. Whan, professor of 
speech at the Wichita University, was the speaker 
at the luncheon. 


On Friday afternoon Dr. C. A. Hellwig, patholo- 
gist at St. Francis Hospital, Wichita, spoke on 
“The Photographic Department in a Non-Teach- 
ing Hospital”; Dr. H. J. Brown of Winfield spoke 
on “Inhalation Therapy”; and L. C. Austin led 
the round table. 





Coming Meetings 

New Brunswick Hospital Association, St. Stephen, N. B., 
July 3-4 

New Jersey Hospital Association, Atlantic City, June 6-8 

Catholic Hospital Association, St. Louis, Missouri, June 
17-21 

Hospital Association of Nova Scotia and Prince Edward 
Island, Bridgewater, N. S., June 

Idaho Hospital Association, Boise, July 15 

National Hospital Association, Houston, Texas, August 
11-13 

American Protestant Hospital Association, Boston, Sep- 
tember 13-15 

American College of Hospital Administrators, Boston, 
September 14-16 

American Hospital Association, Boston, September 16-20 


American Association of Nurse Anesthetists, Boston, 
September 16-20 


Maine Hospital Association, Lakewood, September 

Missouri Hospital Association, Joplin, October 16-17. 

American Dietetic Association, New York City, October 
20-24 

Alberta Hospital Association, Calgary, October 

Ontario Hospital Association, Toronto, October 

Vermont Hospital Association, Montpelier, October 

Saskatchewan Hospital Association, Regina, October 

Kansas State Hospital Association, Salina, November 8-9 


Colorado Hospital Association, Denver, November 13 
Oklahoma State Hospital Association, Oklahoma City, 
November 16-17 
Utah State Hospital Association, Salt Lake City, Decem- 
ber 5 
1941 


Texas Hospital Association, Galveston, February 27, 28, 


and March 1 
New England Hospital Assembly, Boston, March 12-14 
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A Unique Cyclopropane-lgnition Incident 


HELEN LAMB, R.N. 


recently, involving the ignition and flare of 

an, anesthetic-gas mixture, re-emphasizes the 
importance of the studies which have been made, 
and are still under way, concerning the causes and 
prevention of anesthesia explosion accidents. Had 
not our technique of administration in this exact 
case embodied precautions worked out by us as a 
result of those studies, the occurrence which in the 
case at hand proved to be merely a unique inci- 
dent, would very probably have been instead a 
tragic accident. 


T occurrence of an, incident at our hospital 


Before reporting the details of the event itself, 
I remind you of Dr. Warren. P. Morrill’s comment 
at our Toronto Convention’, “that the dramatic re- 
sult which climaxed some of these anesthetic ex- 
plosions, has tended to clothe the subject with a 
reactionary pessimism quite out of proportion to 
the frequency of occurrence of the experiences 
and the morbidity of their result.” 


In emphasis of this, I point out that the poll 
taken last year by Woodbridge’, yielding but two 
explosion. deaths in some two and a quarter mil- 
lion cases, illustrates what a fallacy it would be 
to hysterically condemn anesthetic agents like 
cyclopropane or ethylene, merely because of the 
fact that certain accidents have occurred in con- 
nection with their use. 


And still further in this connection, and in 
order that an improper appraisal of the relative 
explosion hazards incident to the use of these ex- 
act anesthetic agents may not distort the true 
perspective, I call attention to the compilation 
made last year by Livingstone, Shank & Eng- 
lish’, the tabular section of which, in reviewing 
102 anesthetic fire or explosion accidents, showed 
that while 14 such accidents occurred during the 
use of nitrous oxide plus ether, and 34 occurred 
during the use of ether alone or plus oxygen, the 
number of ethylene fire or explosion accidents 
was but 14, and the cyclopropane accidents only 
11. While during the period covered by the sur- 
vey literature there were undoubtedly many 
more administrations of ether and nitrous oxide 


——. 


Presented before the Southeastern Assembly of Nurse Anes- 
thetists, Edgewater Park, Miss. . . 
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than of cyclopropane and ethylene (the reported 
figures are therefore not strictly comparative 
from the standpoint of percentage of frequency 
of occurrence), the point is very clear that the 
fire and explosion hazard is in no sense restricted 
to ethylene and cyclopropane—and that there- 
fore these valuable agents must not as the result 
of either prejudice or limited information in this 
regard, be relegated to disuse in those cases for 
which they are preferentially indicated, and in 
which they exhibit such superiority over nitrous 
oxide or ether. Rather, it seems obvious that the 
causes responsible for the accidents should be 
identified, and protective techniques of adminis- 
tration adopted, which can exclude or control 
the known sources of danger. 


Incident Reports 


To cite now the incident which occurred in our 
hospital, and that is the occasion for this present 
report. A white male patient, 46 years of age, 
with pathology of one lung and scheduled for 
thoracoplasty under cyclopropane anesthesia, was 
being anesthetized. Induction had been effected 
with nitrous oxide-oxygen, and the patient was 
unconscious in the light surgical zone at which 
under our technique the nitrous oxide is replaced 
by cyclopropane. Noting that a small leak existed 
between the patient’s face and the mask, the 
anesthetist delayed administration of the cyclo- 
propane until a leakless face-mask attachment 
could be demonstrated—whereupon cyclopropane 
was administered and the anesthesia deepened to 
the surgical zone. A pharyngeal airway was then 
introduced before turning patient on his side to 
the “thoracoplasty” position. 


To permit placement of this airway, the mask 
was removed from the patient’s face for the brief 
period involved—the obturator valve of anesthetic 
circuit being closed to prevent escape of gas from 
the anesthetizing apparatus into the room. Upon 
insertion of the airway, mask was replaced upon 
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patient’s face, the integrity of its leaklessness 
verified and the cyclopropane administration con- 
tinued. Then the drape screen was raised to its 
position of isolating the patient’s face and anes- 
thetic assembly from the eventual operative field. 
At this junction an adjusting screw from the 
drape screen fell to the floor, and an attending 
supervisor stooped and picked up the screw. After 
she had arisen to a fully erect position, but before 
she made any movement toward the drape screen 
to replace the screw, a dazzling yellow colored 
flare, about the size of a tennis ball, flashed at her 
thigh pocket, emitting a billow of smoke, and 
odor that was identified as that of the starched 
uniform fabric. The fire or flare was completely 
localized—it did not flash to the patient’s mask- 
face attachment, nor to the circle filter assembly, 
nor to the cyclopropane-cylinder-connection and 
its control valve. Therefore the patient, anesthet- 
ist, or anesthetic equipment was not involved; and 
after brief delay the interrupted drape screen ad- 
justment was completed, the patient was turned 
on his side to the thoracoplasty position, and was 


transferred to the adjacent operating room, where . 


the surgery and anesthesia proceeded unevent- 
fully. Had our technique of administration toler- 
ated gas leaks at the mask, or at the equipment 
couplings and connection, the “unique incident” 
which I am reporting, could have been converted 
into an “unhappy accident.” 


Investigating the Flash 


An investigation of the flash, fire or flare, was 
immediately inaugurated, embracing not only our 
own hospital staff members, but also an outside 
consulting electrical engineer, and the dean, of our 
School of Engineering. A critical survey of all 
equipment was made. Instrumental measure- 
ments of electrical conductivity were recorded. 
Electrostatic and gas-ignition experiments were 
conducted. 


An, inspection of the supervisor’s uniform, in- 
dicated that the seat of the ignition was inside 
her pocket. The outer wall of the pocket con- 
tained a burned-through irregular hole, or about 
114 square centimeters in area. The inside wall 
of the pocket exhibited a smaller hole. The cotton 
petticoat was scorched, but not burned through— 
and the cotton undergarment (an elasticized gir- 
dle), bore no evidence of the fire. 


Contents of the Supervisor’s Pocket 


At the time of the occurrence, the supervisor 
was carrying in that pocket an ordinary fountain 
pen and a lacquered but chipped metal pencil. 
Subsequent experiment with the fountain pen 
demonstrated that frictioning it with the fabric 
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of the uniform resulted in the generation of an 
electrostatic charge upon the barrel of the pen. 


Cause of the Static Spark 


Summing up the factors present and recon- 
structing the details of the occurrence, it is con- 
cluded that as a result of the friction between the 
non-conductive fountain pen, and the poorly con- 
ductive, dry, starched uniform fabric, an electrical 
charge was built up on the pen barrel, which upon 
contacting the metal pencil (of obviously different 
electrical potential), created a static spark which 
ignited a small volume of inflammable cyclopro- 
pane-oxygen-air mixture, which had probably 
“spilled” into the pocket during the brief interval 
wherein the airway was being placed into the 
patient’s pharynx. The supervisor in whose 
pocket the ignition occurred, was close to the 
patient’s face (and the removed mask) at the 
time of the insertion of the airway—and while 
the closed obturator valve prevented gas expul- 
sion from the anesthetizing machine itself, there 
was of course exhalation of cyclopropane mix- 
ture by the patient. The direction of travel of 
this exhaled gas mixture would be downward, by 
reason of its heavier-than-air specific gravity. 
The supervisor’s thigh pocket was at a lower level 
than the patient’s face, and from the fact of its 
entrapped gas, was obviously in the line of flow of 
the exhaled mixture. 


Importance of Preventing Gas Concentrations 
and Averting Static Potentials 


This unique combination of coincidental cir- 
cumstances, illustrating the possibility of accumu- 
lation of gases at unsuspected areas, very 
pointedly emphasizes the importance of rigorously 
observing a technique of administration which 
reduces to the minimum, or prevents, the massing 
of gas concentrations at areas which are not 
specifically guarded. And it also emphasizes the 
need of precautionary measures to avert the build- 
ing up of static potentials which can result in an 
equalizing spark, when brought into contact with 
other objects that are present within the area. In 
this latter connection therefore, a new restriction 
now becomes obviously desirable as a result of 
this identification of a heretofore unrecognized 
source of generation and accumulation of haz- 
ardous static charge, namely; a ruling that all 
personnel present at the administration of anes- 
thesias employing inflammable gases, must not 
carry unprotected pens or pencils made of the so 
called “plastic” materials. Instead, the fountain 
pen which is necessarily carried for the routine 
5 minute charting of patient’s blood pressure 
pulse and respiration, must be protected with a 
conductive (metal) covering. Such metal covered 
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fountain pens are available and our own anes- 
thesia staff has been equipped with them. 


Further Recommendation 


Also, as a further addition to the many precau- 
tionary measures that have been so ably set forth 
in recent literature (4, 5, 6, 7, 8), I add a new 
recommendation — that the administration of 
either ethylene or cyclopropane be discontinued 
before the actual conclusion of the anesthesia at 
hand, thereby reducing and eventually removing 
from the patient’s lungs and respiratory passages, 
the explosive gas mixture such as has in the past 
resulted in fatal accidents from ignition. by static 
charges generated by manipulation of drapes, 
gown or blankets—or through frictional activity 
of personnel. With a view to preventing the 
occurrence of such eventuality, it is recommended 
that the ethylene or cyclopropane administration 
be involably discontinued before the actual end of 
the procedure at hand (during the surgical closure 
to be exact) and that it be replaced by non-inflam- 
mable nitrous oxide oxygen anesthesia for the 
completion of the surgery; and that as a planned 
part of the administration technique, the ethylene 
or cyclopropane be cautiously expelled through 
the exhaling valve on the soda lime cannister 
while its dissipation is guarded by excluding from 
its zone all persons who are “unbonded”’ elec- 
trically. As an, additional safeguard, a protective 
railing or “cradle” surrounding the anesthetist 
and her working zone is proposed to mechanically 
defend that area from intrusion by improperly 
equipped personnel—either staff or visiting. 


A Post-Operative Safety Factor 


A definite post-operative safety factor is added 
I believe, by a technique which we use as the 
conclusion of our anesthesia procedure, which 
consists of withdrawing from patient at the end 
of actual surgery, the terminal nitrous oxide plus 
its contaminating ethylene or cyclopropane which 
has diffused into it from the blood stream—and 
replacing that mixture with a hyperventilating 
and de-anesthetizing mixture consisting of oxy- 
gen, helium and carbon dioxide (50 per cent 
oxygen, 41 per cent helium, $ per cent carbon 
dioxide). While the helium is included within the 
mixture primarily for its prophylactic contribu- 
tion to reduction of post-operative pulmonary 
complications, it is to be noted that helium also re- 
tards flame propagation.® Likewise, while the car- 
bon dioxide is included for the prophylactic value 
of its pulmonary hyperventilation, it is to be noted 
that this component of the hyperventilating mix- 
ture also inhibits combustion and with a moist 
medium favors dissipation of static charges.*° 
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Summary 


To sum up this paper: I have reported a cyclo- 
propane oxygen ignition occurrence which was 
caused by static spark from a source of generation 
and accumulation of static electricity not hereto- 
fore published. To prevent recurrence, recom- 
mendation has been made that personnel carry 
only conductive (metal covered) pens and pencils. 


A terminal anesthesia of non-inflammable 
nitrous oxide oxygen, to routinely displace cyclo- 
propane or ethylene as the conclusion of surgical 
anesthesia which has been conducted with those 
agents, has been recommended as an additional 
safety factor in avoiding ignition accidents. 


Proposal has been made that a hyperventilating 
and deanesthetizing mixture composed of oxygen, 
helium and carbon dioxide, presents a lower com- 
bustion or ignition hazard than does the some- 
times administered “oxygen alone.” 


And in closing, I especially stress the domi- 
nant importance of meticulous personal practice 
of the recognized precautions which have been 
so ably formulated by the several scientific inves- 
tigators; pointing out that the practical safety 
value which those measures can yield depends 
largely upon the degree to which they are actually 
practiced by every individual who directs or 
who administers anesthesias. 


Very pertinent is the comment made recently 
by Horton," who after describing precautionary 
measures evolved by his committee, concluded 
with the brief pregnant statement, “The best 
additional safeguard that I know about, is eternal 
vigilance on the part of the staff.” 
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Securing and Maintaining Good Medical Records 
in the Small Hospital 


SISTER MARY HILDA, O.S.F., R.N., B.S., R.R.L. 


records, can. be discussed from three differ- 


GS reoras and maintaining good medical 
ent viewpoints: 


The importance of the physician’s records 
The administrator’s contribution 
The problems of the record librarian 


The role of each member of the medical staff in 
behalf of the medical records department is an all 
important one. 


Unfortunately, the record librarians cannot 
predestine the life events of medical documents, 
and as a result they are unable to select those 
which must be most complete and accurate when 
ready to file from the ones which probably could 
be dealt with in a hasty, insufficient manner. The 
librarians’ efforts must be a continual emphasiz- 
ing of good records, until a favorable attitude is 
developed by those physicians, who cannot under- 
stand the necessity of a good record until they are 
confronted with some distressing problem, or 
with an appearance in court. 


The Administrator’s Contribution 


The administrator’s contribution in the tremen- 
dous task of the small hospital, to secure good 
records, is deserving special deliberation— 


Visiting a 150-bed hospital, about 200 
miles from here, I requested to meet the rec- 
ord librarian, as I wished to visit the record 
department. The hostess however informed 
me without the least hesitation: “Sorry, but 
we haven’t any.” On further asking to see 
the person in charge of medical records, I 
was given the definite reply: ‘The girl at the 
information desk files the records, but she is 
not on duty today.” I was shown. a small in- 
conveniently located room with a few filing 
cabinets, but nothing gave evidence of even 
the simplest organized system. Having some 
correspondence with this particular hospital 
a few days later, I noticed at the lower mar- 
gin of the stationery printed: “Approved by 
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the American College of Surgeons.” I am 
satisfied to know however, that this is a mere 
presumption, for this institution does not ap- 
pear on the approved list. 


This illustration gives rise to three vital ques- 
tions which should be considered by every hospital 
superintendent. 


Who is the record librarian? 
Where is the record room? 
How is the department equipped? 


In answer to our first question, ‘Who is the 
record librarian?” we will very likely have the 
definite argument established, that it is still diffi- 
cult to get a desirable person for this department, 
because the registration has only a limited choice. 
This is correct; however, may we ask you hospital 
administrators to help us to enlarge upon our 
group? 


» Perhaps your personal convictions could bring 
about the interest of your local medical schools, 
especially those connected with outstanding hos- 
pitals, to provide a special study plan and oppor- 
tunities for a college affiliated school for medical 
record librarians and statisticians leading to a 
degree in this particular science. Meanwhile, con- 
vince your graduating nurses, that work in a 
medical records department is a desirable post- 
graduate field for those with the proper pre- 
requisites. 


The city of Chicago with its many Class A 
institutions, good colleges and prominent leaders 
in both the civic and medical world, would be in 
the position to open more widely this field of 
education, and thus materialize the desire of every 
hospital administrator, to be able to find well- 
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trained medical record librarians to suit his 
particular needs. 


Where Is Your Record Room Located? 


Much has been. said about the best location for 
the record department. The best answer would 
be: “As convenient for the attending physicians 
as possible.” The ideal location would be adjoin- 
ing the doctors’ consultation room, or at least on 
the main corridor, where the doctors will have to 
pass on their way to the patient’s units. This 
room need not be large enough to set up all the 
record files, but should have sufficient space for 
desks‘ and index files. File rooms adjoining this 
office are desirable, but the past mode of building 
gave little thought for adequate record depart- 
ment facilities, and as a result, our file rooms are 
more or less a separate unit. New hospitals un- 
doubtedly have more convenient accommodations 
for this vital department. 


It is now almost generally accepted, that the 
medical records librarian assume the full respon- 
sibility in her de- 
partment, but she 
must have the co- 
operation of the ad- 
ministrator of the 
institution to supply 
at least the essen- 
tial material in this 
huge undertaking. 


A well - equipped 
unit will draw the 
interest and confi- 
dence of the profes- 
sional body, and 
once acquainted 
with the set-up, 
there remains but 
little difficulty in 
obtaining the best 
results. 


A desk and com- 
fortable chairs 
should be in readi- 
ness for any doctor 
entering the depart- 
ment, and if you do 
not forget the ash- 
tray and the foun- 
tain pen you can be 
fairly certain, that 
he will come again 
to sit down in your 
office and complete 
or dictate omissions 
on his records. 
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Having satisfactory tangible arrangements, we 
must not overlook the ever more important in- 
tangible assets: a clear knowledge of your work, 
determination with infinite patience and readiness 
to serve. 

Good Medical Records 


The hospital administrator is the mainspring in 
this vital setup. He must give the record librarian 
his cooperation and support in seeing that the 
records of the medical staff and their respective 
department heads, and the clinical, pathological 
and surgical divisions are correlated and com- 
pleted, and provide means for their safekeeping. 
Too often, however, much of this valuable work 
done in the hospital is not made available for the 
benefit of others, because proper recording and 
indexing has not been instituted. 


The director of an accepted Class A school for 
nursing education should provide time in the cur- 
riculum for opportunities to teach the nurse the 
best procedure and evaluation of her part in 
the medical record. Good records do not just hap- 

pen, especially not 
good nursing chart- 
ing. 


It is unfair to ex- 
pect efficient work 
from the medical 
records librarian 
unless every depart- 
ment and person co- 
operates in this im- 
portant matter. One 
of the minimum re- 
quirements set 
forth by the Ameri- 
can College of Sur- 
geons is: “That ac- 
curate and complete 
records be written 
for all patients and 
filed in an accessi- 
ble manner in the 
hospital.” 





Compilation of 
the medical record 
differs somewhat in 
the various hospi- 
tals, but it must be 
alike in its essen- 
tials. 


The Case History 


Who should write 
the case history? 


The interns or 
residents on service, 
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if you are fortunate enough to have a sufficient 
number to cover this work. If not, do the next 
best thing: have your trained record librarian get 
the patient’s personal history and have the at- 
tending physician dictate the physical history and 
his findings. If you can influence the attending 
doctor to do it all, fine!—but such miracles do not 
happen very often. So much for the patient’s his- 
tory and physical record. 


A close check-up to secure all laboratory and 
x-ray reports and likewise all recording on sur- 
gical procedures, consultant and progress notes, 
is the functioning of the record room staff. There 
is no excuse for delay of reports, after laboratory 
tests have been completed. 


Filing System 


The filing system and nomenclature used is like- 
wise a problem of the individual hospital. The 
Standard Nomenclature of Diseases is undoubted- 
ly being recognized more every day. According 
to reports, there will be a revision of this nomen- 
clature before long, and likewise a parallel Surgi- 
cal Index, which is now being prepared by the 
American Medical Association. It is true in every 
respect that records can always be improved, but 
it is difficult to standardize them. To have a 
standard nomenclature for all hospitals, would 
simplify the work for many, provided that with 
the numerical index, there will appear an alpha- 
betical index of the same terminology. 


This last remark is made in favor of the many 
good, but smaller hospitals, that could not follow 
the numerical system for many reasons, the main. 
one being the lack of sufficient and efficient help 
in this department. It is comparatively simple, 
to make a person with an ordinary intelligence 


help with a system, which reads in plain English, 
but I would not be anxious to correct errors if 
indexing would be handled in the numerical code 
only. 


A unit filing system of patients’ individual ad- 
missions can be made simple if previous admis- 
sions of every patient are brought forward and 
filed under the last discharge number. If this is 
done at the time of the re-admission the attending 
physician should find this facility arranged in the 
record office, so that he can study any previous 
admissions at the time the patient is in the hos- 
pital. This put into practice is a real service to 
the doctor, and perhaps a greater benefit to the 
patient. From this brief resume, you can plainly 
see, that the place of the record librarian in the 
hospital is that of leadership in coordinating the 
multiple agencies of the institution, dealing with 
the various parts of the record program. 


There are bound to be slight convulsions and 
elevations of temperature in some of the hospital 
mechanism at first, but the proper treatment of 
the disorders, will soon restore a healthy attitude 
towards the problem. 


To convince all those in any way connected with 
the hospital, from the diet kitchen to the solarium, 
that their part in the medical history of the pa- 
tient is a moral obligation, which they are bound 
to discharge, is no small task for the record 
librarian, for there are still many persons in the 
hospital, who in their limited concept think this is 
a superfluous duty. Disciplinary action against 
habitual violators is one way to achieve the pur- 
pose, but to create enthusiasm among all co-work- 
ers in this field will bring about more gratifying 
results. 





—_>—. 


Procedures in Oxygen Administration 


The oxygen committee of the staff of the Roch- 
ester General Hospital, Rochester, New York, 
reported the following suggestions as to proce- 
dures in the administration of oxygen: 


1 That the intra-nasal administration of 
oxygen is the most feasible method and, in 
addition, permits higher concentrations of 
oxygen than can be administered in tents. 


2 That the new humidifiers will tend to 
obviate the drying-out effect previously ex- 
perienced when intra-nasal oxygen was given. 


3 That multiple-holed catheters will prove 
more efficient than single-holed ones. 


4 That standardization of equipment for 
the administration of oxygen is essential. 


“It is the feeling of the committee that the 
number of patients requiring oxygen administra- 
tion at any one time precludes the consideration 
of oxygen tents because of the difficulty of meet- 
ing the demand with the small number of tents 
which could be made available. Moreover, recent 
investigations have shown that extremely high 
concentrations of oxygen—much higher than can 
be reached in oxygen tents (which seldom exceeds 
fifty per cent)—are necessary to produce the 
proper therapeutic effect in certain conditions.” 
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Hospital Auxiliaries — A Symposium 


What Has Been Accomplished in Auxiliary Service? 


MABEL W. FRANKENFIELD 


the volunteer workers in the Children’s Hos- 
pital and presented the report. This year I 
am bringing the figures up-to-date to show the 
growth we have made—not only in money or 
number of garments made—but in responsibility, 
reliability, and cooperation with the hospital staff. 


S IX years ago I made a survey of the work of 


Translating Offers of Volunteer Help into Definite 
Action 


The figures were easy to compute but how can. 
we measure the growth in intelligent, unselfish, 
and effective service? The problem has never 
been to obtain volunteer help, the real problem has 
been how to translate the casual intermittent 
offers of help into definite action which can be 
depended upon, by the regular staff of a hospital. 
—In other words to organize volunteers into ef- 
fective service. 


One change, not often noted, is in the work and 
attitude of board members under new conditions 
with scientifically trained staff. In the not far 
distant past, women. board members, or auxil- 
iary members, felt responsible for details of 
service, cleanliness, etc., of the hospital. This may 
still be true in small institutions but in a large 
modern hospital the trained administrative staff, 
the medical social worker and the specialists in 
every department are trained to attend to these 
details. 


Interpreting the Hospital to the Community 


Financial responsibility, raising funds, and 
above all, interpretation of the hospital to the 
community, has become the vital work of board 
members, auxiliaries and all volunteers. That 
women have been alert to these changes is shown 
by the great growth in civic consciousness, re- 
sponsibility for aiding the community chest, and 
all other forms of social work. Interpretation is 
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simply word of mouth publicity. We are constant- 
ly “interpreting”—with friends—with relatives— 
in social contacts—we are giving a picture of our 
hospital. This is often unconscious and therefore 
may be a distorted picture. We cannot interpret 
what we do not know, so the fundamental duty we 
all have is to know our institutions. In a recent 
address Leah Feder, Ph.D., said, “Interpretation 
includes not merely interpretation of an agency to 
the community—but interpretation of the com- 
munity to an agency.” Volunteers have cheerfully 
added this duty to all our other duties of provid- 
ing for our hospitals. 


What Our Volunteers Have Accomplished 


Before giving you results of my recent survey 
of progress I want to show you what the volun- 
teers in our Children’s Hospital are working for. 
We have a 200-bed Class A hospital for children 
under 14 years; we give complete pediatric, sur- 
gical and orthopedic care; and have a 20-bed con- 
valescent home. All management and fund-raising 
is under control of a board of women. 


Last year 61,931 days of care were given in the 
Children’s Hospital and Home and 76,717 visits 
were made to clinics. The physiotherapy depart- 
ment gave 21,114 treatments. Ninety per cent of 
the patients received free or part-pay care; 7.5 
per cent paid ward rates; 2.5 per cent paid full 
rate. This shows the need we have for public 
support and the scope for volunteer help. 


Defining the Volunteer Group and Their 
Functions 


Auxiliary means an organized group which has 
a separate entity but bears the name of the Chil- 
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Active 
Members Garments 


Ausiliaries: 
ALHAMBRA 14 
EL SEGUNDO 49 
BEVERLY HILLS 40 
GLENDALE 130 
HOLLYWOOD 50 
SANTA MONICA 40 
Pe, URI PE. 5 vc stowiecie Se bales eteaeieews 50 
(Donated Conval. Home and Pool) 


—_—— 


Auxiliary Totals 408 
SALVAGE (2 stores) (incl. “Doll Fair’) 


VOLUNTEER STAFF 

KINDERGARTEN GROUP 

LAS MADRINAS 

37 ASSISTANCE GROUPS (material sup. by hosp.) 


Grand Totals 673 


Made 

Special Interest 
Sewing for Hospital 
Assist Conval. Home 
Surgery Equipment 


Money 
2,344 $ 73.39 
Bees 1,147.48 
100 2,299.58 
2,260 2,901.20 X-ray Equipment 
490 3,076.14 Path. Lab.: Conval. Home 
804 Gifts to Conval. Home 
All mending, repairs and 
upkeep of Conval. Home 


5,998 $11,408.36 
Se 7,567.15 Convalescent Home and 
Hospital Equipment 
Work in Clinics 
Pre-school age patients 
Bivens Charity Ball for C. Home 
8,937 Sewing: and made 60,000 
surgical dressings 


14,935 $21,475.51 


Compare the above figures with those of six years ago—280 members; 3,897 garments made, and $11,313.50 in 


money given to Hospital and Home. 


dren’s Hospital and is financially responsible to 
the hospital. It buys all materials used in its 
sewing. 


Salvage is managed and operated by volunteers 
who sell anything and everything donated by 
friends. In the past twenty years salvage has 
given the hospital $182,722. 


The Volunteer Staff is a highly organized and 
efficient group which rotates in its service to the 
clinics. This staff is rigidly trained in history-tak- 
ing and other clinic work. Members are on duty 
every day at 8 a. m. and work until noon or later. 
Absence or tardiness is not tolerated. They ad- 
here to all the rules of conduct and of work 
required of regular clinic staff. The only thing 
that distinguishes them is a blue “V”’ on the sleeve 
of their uniforms. They are no financial respon- 
sibility to the hospital. The kindergarden group, 
which works with them, concentrates on provid- 
ing toys and entertainment for pre-school age 
children in the beds, while older children are re- 
ceiving lessons from the three teachers provided 
by the Board of Education. 


Las Madrinas is a group of young matrons who 
concentrate on giving a Charity Ball to provide 
money for convalescent care. 


Assistance Groups means church societies and 
organizations of all kinds which have no financial 
responsibility to the hospital, but who aid us by 
sewing and also making surgical dressings. 


Now forget the figures for a moment—see back 
of them the individual women who have taken 
time to do all the things I have enumerated. For 
each and everything is based on the effort of an 
individual who has planned her home duties so as 
to go to her auxiliary and sew, who gives her time 
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to attend a meeting or work at the hospital, who 
plans and works and sacrifices to raise money. 


Take Salvage as an example—do not think 
only of the $182,722.00 they have been able to 
give the hospital—let your imagination see the 
women who go down to our shabby little sales- 
rooms to sort and handle old clothes and shoes 
and every sort of thing—who can be depended 
upon to always be there on, their day—who spend 
that day in really doing hard dirty work—who 
take an interest in their customers and help them, 
and listen to their troubles. The financial return 
is fine—but the spirit back of it is so much 
greater. It is not a passing desire to give charity 
—it is a definite clearly defined willingness to give 
regular hours of work, to take responsibility, to 
work together for a cause and it has lasted undi- 
minished for over 20 years. If this is true of 
“Salvage” it is true of all volunteer work. 


Value of an Auxiliary and Volunteer Section 


Before closing I must speak of another kind of 
growth—the growth in appreciation and under- 
standing of the value of volunteer work on the 
part of superintendents and administrative staffs 
in our institutions. Perhaps this has occurred be- 
cause of the better training and organization of 
our volunteers! At any rate it is a definite fact. 
Seven years ago we made our first tentative effort 
to form an Auxiliaries and Volunteers Section to 
act as a clearinghouse for the problems of volun- 
teer service. One comment most often made was 
“Our superintendent does not like volunteer help 
—does not encourage us in any way—does not 
want us to have any part in hospital organiza- 
tion.” 


It is a tribute to us both—to the trained pro- 
fessional worker and to the volunteer—that in our 
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section meeting we see superintendents and 
administrators. Some have come to express ap- 
preciation of the work accomplished by volunteer 
effort in their institutions—some to obtain a new 
viewpoint and inspiration to carry back to their 
volunteer groups—and some to find out what 
methods to use to establish auxiliaries in support 
of their hospitals. 


It is to give such advice and help that this Sec- 
tion was formed—to answer questions—to help 
solve problems—and to foster the training and 
organization of volunteers working for a hospital. 
To give responsibility to our volunteers and expect 
responsibility from them—this is our reason for 
being. The amazing progress of the past six years 
is a bright augury for our future usefulness! 


What Services Can an Auxiliary Render? 
MRS. WILLIAM HAROLD OLIVER 


of this article is simple in its general outline, 

but not so simple perhaps in the analysis of 
the outline or its application to specific instances. 
What an auxiliary can do and what it may do are 
two different questions, the latter of which must 
always be answered by an auxiliary before making 
any plans for activities. A preliminary to all such 
planning should be a thorough investigation of 
the facts pertaining to the institution, the com- 
munity, and the group, which would have a bear- 
ing upon possible objectives and the means of at- 
taining them. The type of service provided by a 
hospital, its policies and established precedents, 
based on its previous history and its relationship 


Tor answer to the question asked in the title 


to other community agencies, rules and regula- 
tions of its board and administrator must be thor- 
oughly understood by the group if it is to be of 
the greatest possible value to the institution it 
supports and not cause embarrassment and even 
possible harm to it. 


A very simple case illustrating the necessity 
that an auxiliary be acquainted with the institu- 
tion’s established policies comes out of my own 
experience. A hospital receiving support from 
the local community chest was committed to the 
policy of making no further solicitation for funds 
or their equivalent from the merchants of the 
city. A newly organized guild, informed of this 
rule but heedless of its application to their pro- 
cedure, and entertaining the idea that so many 
new and young workers have—namely, that any- 
thing is justified in the name of charity—re- 
quested eighty table prizes for a bridge party 
from one of the local department stores. Fortu- 
nately, the merchant was a generous man and 
not inclined to create a disagreeable situation, 
but that did not lessen the embarrassment of the 
hospital board. 


Facts Involved in the Adjustment of the 
Auxiliary to the Hospitals 
Less concrete, but even more important factors 
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are involved in attaining the proper adjustment 
of the auxiliary to the hospital and the commu- 
nity, factors which each group must find out for 
itself. The matter is not finished either because 
this is once accomplished. In many auxiliaries 
there is a fairly rapid change in membership and 
unless education of new members and re-educa- 
tion of old members is carried on, the necessary 
knowledge of auxiliary ethics is lost or forgotten. 
One of the dilemmas of a hospital board in ad- 
ministering such a body as an auxiliary is in pro- 
viding the stability of organization necessary to 
safeguard the hospital’s interest without inter- 
fering with the freedom and consequent pleasure 
in work of the volunteer member. The wisdom 
necessary to solve such problems comes only with 
experience in one’s individual field of work. 


In making this investigation of the conditions 
which the hospital and the community impose 
upon an auxiliary, members will no doubt acquire 
also the knowledge and the stimulus of interest 
that will start them to work in all possible direc- 
tions. A classification of the types of service may 
help clarify planning. ' 


Classification of Types of Auxiliary Service 


The women’s auxiliary may elect to work in one 
or all of three fields, but in none of these is it 
possible to work exclusively without performing 
service in some of the others. They may choose, 
(1) to work as volunteers providing services in 
the hospital under the direction of the profes- 
sional staff, (2) to raise funds for general or spe- 
cific purposes, (3) to work on a public relations 
committee. In either of the first two activities 
they unavoidably fulfill the third function of an 
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auxiliary. Service in the volunteer staff of. the 
hospital, if providing needed additional personnel, 
is also a means of giving financial support, since 
“a penny saved is a penny earned,” and every 
member of such a staff whether consciously or 
not also has an important effect on her institu- 
tion’s public relations. 


In every auxiliary, for whatever purpose or- 
ganized, there seem always to be some members 
who find the greatest satisfaction in performing 
service in the hospital in direct contact with the 
patients. Just as Alden B. Mills in his book “Hos- 
pital Public Relations” considers that raising 
funds for the hospital provides women with con- 
crete evidence of the value of their work and so 
keeps them interested and enthusiastic, so it ap- 
pears to me to be necessary to bring members 
into a close relationship with the medical work 
of the hospital to prevent the raising of funds 
from becoming perfunctory and finally losing its 
meaning and its power to arouse enthusiasm. 


Constantly in my work I am besought by mem- 
bers of our Branches (our name for auxiliaries) 
to find for them some service at the hospital and 
the small number who can be given this illuminat- 
ing experience often develop into our most active 
and loyal members. 


My reluctance to refuse anyone and my effort 
to provide some service for all who are interested 
has taught me how necessary and valuable is the 
cooperation of the hospital staff in developing the 
resources of an auxiliary to the utmost. The 
number of auxiliary members who will submit to 
the training and discipline necessary to make 
them acceptable as assistants to the staff are com- 
paratively few, but many services may be found 
which will satisfy the desire of those who lack 
training for the more exacting duties. I have 
learned that our administrator, supervisor of nurs- 
ing, and director of social service have imagina- 
tions that never fail to devise some way of using 
offers of help. The auxiliary seeking suggestions 
for volunteer service should appeal to Mrs. Frank- 
enfield for advice as that, among all other hos- 
pital problems, is her specialty. Mr. Mills’ book 
also includes a long list of possible kinds of volun- 
teer work that may be useful. 


The Fund Raising Service 


The most generally publicized function of auxil- 
iaries is that of raising funds which may or may 
not ke associated with volunteer work in the hos- 
pital. In general there are too few opportunities 
for the latter so that many members who would 
enjoy such service must be content to work only 
in fund raising events. Wherever such a group 
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desires to have a closer contact with its purpose 
by performing volunteer service, it is wise, if pos- 
sible, to find places for a few of the members at 
least, so that these may carry back to their asso- 
ciates something of the vision which they acquire 
and so add to the enthusiasm and persistence in 
work of the group. 


The subject of raising funds as applied to auxil- 
iary activity is a large one in itself. Some gen- 
eral observations with a practical significance on 
the subject of raising funds may be appropriate 
before we leave this subject. Financial support 
is provided by auxiliaries in the greater number 
of cases for specific needs or purposes—more 
rarely for the general support of the hospital. The 
latter plan has the advantage of leaving the board 
free to apply the money for use where it is most 
needed—the former has the advantage of a more 
definite appeal to the imagination. In a group 
that is well organized and well informed of the 
hospital’s work, interest can be maintained in 
providing general support. Under less favorable 
circumstances a particular project will provide a 
greater incentive to work. The fixed habit of sup- 
porting one specific part of the hospital’s program 
may cause difficulty and sometimes loss of interest 
when change is necessary. 


Methods of Raising Funds for the Hospital 


Methods of raising money are usually directed 
by conditions and habits of life in a given com- 
munity. In this matter success is determined 
not only by the ability and energy of the group 
leadership but by the ingenuity and imagination 
used in devising new ways of making money. 
There is a tendency to multiply endlessly the same 
type of benefit event until patronage becomes only 
another kind of contribution with no other value 
to the contributor. In every community it seems 
that there are possibilities of performing a double 
service by providing opportunities that are other- 
wise lacking because they have no organized 
support. 


In a town too small to attract artists or lec- 
turers, the hospital guild arranges for at least one 
outstanding cultural event a year. The public 
appreciates the opportunity it affords and 
each event is sold to capacity. Not only are they 
financial successes but these events are excellent 
publicity for the work of the guild so that other 
types of activity are equally well supported. When 
once this idea directs the group in seeking new 
means of raising funds each community will 
doubtless provide plenty of good causes which 
need the backing of an interested group. It is 
an idea which is constantly in my own mind in 
planning our branch events and if it has the value 
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which it now seems to me to have, will bear fruit 
in the future which we do not at present even fore- 
see. Our Easter Fair is the outgrowth of this 
search for self-supporting activities. 


For those who are seeking information on ways 
of raising funds and specific purposes which may 
provide the incentive for such work, my former 
address on fund raising and the digest of reports 
furnished me will suggest both. I earnestly hope, 
however, that these may be more useful in stim- 
ulating groups to do their own searching and de- 
vising of ways and means than in serving as 
models to be copied. Try out your own ideas— 
begin in a small way if you have recently organ- 
ized. Do not expect new recruits to work like 
seasoned veterans. Do not expect every member 
to be a salesman, but try to discover the particular 
taste and ability of each and use her for her pecu- 
liar value in the group. These are a few of the 
ideas that have appeared to me as of paramount 
importance in the success of a newly organized 
group as I have watched such groups taking up 
their work. 


The Auxiliary and Its Part in the Public 
Relations Program 


Up to this point we have considered the hos- 
pital auxiliary in its most commonly recognized 
function of performing volunteer service and rais- 
ing funds. I have mentioned the third function, 
that of acting as a part of the public relations 
program, as a matter to be taken for granted. 
This I have done in order to consider this last 
named function in greater detail, giving it the 
emphasis that its importance deserves. Though 
we have all recognized the public relations func- 
tion of an auxiliary and frequently talk of it, 
there is much to be desired in our grasp of the 
matter in its entirety and in our planning to make 
our members effective in this function. 


I have no data on which to base my opinion, 
but it seems probable that the greater number of 
auxiliaries are formed for the purpose of finan- 
cial support of the hospital. Even if the hospital 
takes the initiative in forming an auxiliary be- 
cause of its value as an interpreter to the com- 
munity, there are few individual members who 
think of this as their chief use but rather as their 
secondary or even incidental value to the hospital. 
Mr. Mills, after stating that a women’s auxiliary 
can be a great source of strength and that the 
hospital that operates without one is operating 
under a handicap, says that its primary object 
is to be informed about the hospital and make its 
members good will ambassadors in the commu- 
nity. He further adds that the purpose of rais- 
ing funds and providing service is of secondary 
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value. In fact in his opinion these latter are func- 
tions calculated largely to produce and sustain 
the interest that will make the members of the 
auxiliary enthusiastic ambassadors of good will 
for the hospital. 


Untruths and Half Truths Spread Quickly 


The matter stated in this general fashion might 
seem to be as simple as it sounds, but experience 
teaches that one of the most difficult problems in 
the administration of an auxiliary is that of edu- 
cating its members to be proper exponents of the 
cause they are supporting. Ignorance of facts 
reflects unfavorably upon the member, the auxil- 
iary, and the hospital. Half knowledge may have 
even more serious consequences because of the 
misinformation that a member only half-informed 
may set going in the community. It seems that 
an untruth always travels faster than the truth 
and is exceedingly difficult to overtake and stop. 


If our chief reason for existing as a collaborat- 
ing organization is the value of our personal con- 
tacts with the public, no amount of thought and 
effort should be too great in fitting ourselves ade- 
quately to perform this service. We cannot ex- 
pect that the average member will give much 
serious thought to the working out of ways and 
means for accomplishing this, though she will 
usually cooperate fully under proper planning and 
good leadership. Plainly, too, whatever makes a 
member a more intelligent interpreter of her hos- 
pital makes her a more enthusiastic worker in 
whatever other service she has chosen to perform. 
Even “in well doing” there are times when the 
most ardent worker grows weary and looks with 
longing on a life free from the responsibilities 
that are at times so exacting, but thorough knowl- 
edge of the basic reasons for the existence of her 
hospital, a vision of the cumulative results which 
its long range planning is aimed to achieve, will 
carry her through these periods of discourage- 
ment and keep her working to help accomplish 
these results. 


In conceiving the plan. which is to make effective 
interpreters of auxiliary members, certain con- 
ditions must first be considered. The relationship 
of the group to the hospital administrative bodies 
will determine where the plan is to originate and 
whether it is to be adopted as a separate unit in 
the public relations program or shall conform to 
the larger general plan of the hospital as a whole. 
This discussion was not intended to consider the 
whole matter of hospital public relations, even 
though in some instances the women’s auxiliary 
may be the only group that is seriously engaged 
in working out this important matter in the hos- 
pital’s adjustment to the community. 


We may assume that it has always been gen- 
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erally recognized as a truth that any institution 
which relies upon public support for its existence 
will be successful in obtaining that support in 
proportion to the degree to which the public un- 
derstands the purposes and trusts the administra- 
tion of the institution. Today certain factors in 
life make it more than ever necessary that this re- 
lationship of understanding and confidence should 
be actively cultivated by the voluntary hospital 
and the public relations program is the answer 
to this need. The factors which make such a 
program more than ever imperative if the vol- 
untary hospital is to continue to survive as a 
social agency are numerous. No doubt you have 
already recognized them. The matter of increas- 
ing competition for interest and support is one 
which we who have worked for a number of years 
have seen clearly as having more and more a bear- 
ing on our work. The multiplication of organiza- 
tions of all kinds, educational, cultural, political, 
and social, as well as the rise in the standard of 
living accounts for this keener competition for 
interest and financial support. Life is faster and 
more complicated which results in less concen- 
tration and the tendency to spread oneself out too 
thin for real usefulness in any one quarter. Eco- 
nomic factors are lessening the number of large 
donations while they increase the costs of hos- 
pital care. Rising standards of medical practice 
and administration also have a part in increasing 
costs. A growing amount of social and economic 
legislation is affecting hospitals and presenting 
them with new challenges which they must meet 
to survive. 


Making the Auxiliary an Effective Force 


in Public Relations 


Remembering that women’s auxiliaries are of 
inestimable value to hospitals in the field of pub- 
lic relations, the serious minded member will wish 
to fit herself to serve to her utmost value in this 
field. How shall she accomplish this? The aux- 
iliary that gives careful consideration to the ques- 
tion will find the answers best suited to its indi- 
vidual conditions of work. Out of my own experi- 
ence and the constant checking on that experience 
which my office makes necessary, for the sake of 
completeness I shall suggest some of the possible 
ways of making an auxiliary an effective instru- 
ment in the winning of public understanding, con- 
fidence, and support for the hospital. 


No doubt if one’s attention is directed to this 
matter, the more concrete problem of educating 
the auxiliary member to know accurately the facts 
about the hospital will seem of first importance. 
While undoubtedly this matter is of prime im- 
portance, I believe that of even greater impor- 
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tance is the real attitude of the member toward 
the hospital and whatever type of service she is 
performing. Sincerity and earnestness of purpose 
will make friends even where information of facts 
is lacking. 


The volunteer’s contacts with professional staff 
members contribute favorably or unfavorably to 
the latter’s impression of this group so closely as- 
sociated with the hospital. These impressions may 
build up or tend to destroy in the staff members 
a sympathetic attitude toward the hospital’s ad- 
ministration and its purpose. Sometimes mem- 
bers of the group of lay supporters whose work 
takes them inside the hospital exert obvious in- 
fluence for good or bad on the morale of the staff. 
Equally potent in creating public opinion are the 
contacts of the volunteers with patients at the 
hospital in the performance of their duties and 
their more casual associations in social groups 
outside. 


Just as the volunteer’s contacts with patients 
serve to build up favorable or unfavorable public 
opinion, so those engaged actively in the financial 
support of their institution have an important and 
usually a more widespread effect upon their com- 
munity attitude toward their institution. Each 
auxiliary member would do well to cultivate the 
consciousness that her every word and act are of 
potential value for help or harm to the institution 
of which she is a member. 


When she has become thoroughly awakened to 
and conscious of her personal potentialities, she 
will be more eager to acquire the information that 
will fit her to speak for the hospital. While the 
auxiliary may find in its own organization ways 
of providing some of this information in interest- 
ing and acceptable form, there is a necessary place 
for cooperation with the professional hospital 
staff. Frequent visits to the hospital and as fre- 
quent contacts as are possible with various mem- 
bers of the professional staff, interest in and 
knowledge of the personnel of the governing board 
and medical staff and their parts in administering 
the affairs of the hospital seem to me also to 
have an essential part in the making of an intelli- 
gently informed auxiliary. 


Special Activities of the Branches 


The Branches of the Children’s Hospital of the 
East Bay in addition to their individual service as 
interpreters have a share in the larger public rela- 
tions program. Two outstanding contributions 
may be mentioned if not discussed in detail. The 
annual meeting of the Board and Branches is 
made an important occasion which is attended by 
increasingly large numbers of members and sig- 
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nificant individuals and groups associated with 
cooperating social agencies. The program is 
planned to be an enlightening picture of the hos- 
pital work. Reports on annual earnings by 
Branches provide suspense and excitement. 


A little over two years ago the Branches under- 
took the publication of a monthly paper, the 
Bambino. On the four small sheets which is its 
present size the constant reader may little by 
little, we hope, acquire a comprehensive idea of 
the hospital’s function, the quality of its medical 


service, the activities of the Branches and various 
less easily catalogued pertinent items. 


Another recent addition to our public relations 
program is the organization of a branch whose 
members are chosen from among the mothers 
whose children have been patients in the hospital. 
The purpose of the branch is not fund raising 
nor volunteer service, but for public education. 
The work of this group is in the experimental 
stage but it promises to be of real value to the 
hospital and the community. 


What Is Relationship of Auxiliary to Administrator? 


ALICE G. HENNINGER, F.A.C.H.A. 


this subject it may be well to review the func- 

tions of a hospital, ascertain what constitutes 
the duties and responsibilities of a hospital ad- 
ministrator, and lastly, analyze the functions and 
duties of a hospital auxiliary. 


l' ORDER to insure an impartial approach to 


The functions of a hospital are commonly ac- 
cepted to be four-fold: 


1 The proper care of the sick and injured so 
that they may be returned to health in the 
shortest time possible 


2 The education, of nurses and physicians 


3 The prevention of disease and promotion of 
health 


4 The advancement of research in scientific 
medicine 


The board of trustees who frame the general 
policies of the hospital and who, in the last an- 
alysis, is legally responsible, employs an admin- 
istrator not only to conduct the internal affairs of 
the hospital but to give of his professional knowl- 
edge and experience in helping to frame future 
policies for the hospital. 


The administrator is given charge of the hos- 
pital, including employment and discharge of 
employees, the admission and discharge of pa- 
tients, professional care of patients, the purchase 
and issuances of supplies, conduct of kitchen, 
laundry, maintenance and housekeeping and other 
humerous duties involved in operating the hospi- 
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tal. He is the liaison officer between the board and 
medical staff. 


In, addition to the duties directly related to the 
hospital, the administrator should be interested 
and be a part of the civic and social life of his 
community. Since he is given such great respon- 
sibility, all affairs of the hospital should come to 
him directly. He, in turn, is expected to keep his 
board informed of all important occurrences in 
the hospital and render a monthly financial report 
and such other reports as the board may desire. 


I am sure you will agree with me that the days 
of the administrator are crowded to the limit if 
he is conscientious in performing all the details 
of his position. If he is to accomplish the best 
work for his institution he needs the utmost co- 
operation of his board and all those interested in 
having the hospital render its best service. 


Scope of Work of the Hospital Auxiliary 


Having briefly outlined the purposes of the 
hospital and the duties of the administrator, let 
us view the scope of the work of the hospital 
auxiliary. 


An auxiliary of a hospital is usually formed as 
the result of a definite need, such as the needs 
that arise when the hospital is not able to finance 
the care of its indigent patients. The need may be 
an acute financial one as during the recent depres- 
sion or the need may arise as the result of a com- 
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munity disaster. For example, the auxiliary of 
the Pasadena Hospital was formed immediately 
following the grandstand disaster in 1926. Here 
literally hundreds of injured were thrown on the 
hospital’s care, taxing its every resource. A group 
of women under the leadership of the wife of a 
member of the board, offered their services which 
were gratefully accepted. This was the beginning 
of an auxiliary that has done outstanding work in 
providing funds for the hospital care of needy 
patients, blood transfusions, and special nursing 
care for the critically ill and in doing the numer- 
ous unexpected deeds that by their loving thought, 
have brought happiness and renewed purpose to 
the lives of many weary souls. An. auxiliary 
formed during such an emergency, with few ex- 
ceptions, is found so generally useful that it 
seldom goes out of existence. 


The Auxiliary and the Hospital Board of 
Trustees 


Before assuming any responsibilities, the auxili- 
ary should organize and outline the purposes for 
which it is formed and adopt by-laws, which 
should be approved by the board of trustees of the 
hospital. Since the board of trustees formulate 
the general policies of the hospital, the great func- 
tion of the auxiliary is to assist and cooperate 
with some phase or phases of the work. Here 
again the administrator is the liaison officer be- 
tween the auxiliary and the board. He is in such 
close relation to the work of the hospital that he 
best realizes its need and can correlate activities 
so as to insure against overlapping of duties. 


The Auxiliary a Builder of Good Will 


As previously implied there are many ramifica- 
tions in the detail of hospital work. In fact the 
needs are so great that the administrator and 
board manifestly can seldom cover all success- 
fully. The auxiliary is not only helpful in supply- 
ing the funds for needed improvements or the 
immediate relief of patients, but it also indirectly 
is a great asset in interpreting the work of the 
hospital to the community. We know how often 
statements are made thoughtlessly reflecting upon 
the work being done in our hospitals. If there is 
an active and loyal member of the auxiliary pres- 
ent, she may know whether the statement is cor- 
rect, and if it is not, be able to correct it. If itisa 
matter on which she is not informed she will prob- 
ably relate it to the administrator, who will usu- 
ally be in a position to either deny the truth of the 
statement or if it is true, correct the fault. This 
attitude on the part of members of our auxiliary 
is of great assistance to the hospital. 


It is well for the administrator to attend, when 
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possible, the meetings of the auxiliary. He can 
thus acquaint its members with the work of the 
hospital and they in turn can pass the information. 
on to others in the community. 


Some auxiliaries, including our own, have been 
farsighted in asking for a member representative 
from other organizations and clubs. These mem- 
bers attend the meetings of the auxiliary and in 
turn relate interesting details of the hospital work 
to their own organizations. By such large repre- 
sentation the auxiliary is able to secure a con- 
census of opinion regarding the hospital and many 
times constructive suggestions can be given. to the 
administrator. He in turn will doubtless have 
many suggestions as to how the auxiliary can be 
even more effective in assisting with the work of 
the hospital. 


The Administrator Appreciation 


The administrator should not be lacking in ex- 
pressing appreciation for the service the auxiliary 
renders. We all enjoy our bouquets more as we 
struggle along than we possibly can at our obse- 
quies. The administrator should let the auxiliary 
know how much it really contributes to the good 
work the hospital is performing. Members of the 
auxiliary in turn should realize how very busy 
the hospital administrator is and try to conserve 
his time in every way. 


The members of the auxiliary should at all 
times strive to get the administrator’s viewpoint 
and be absolutely dependable when. responsible 
duties are assigned to them. If activities of the 
auxiliary have been properly outlined and ap- 
proved, there will be harmony and the admin- 
istrator and auxiliary will have a wholesome re- 
spect for each other’s responsibilities. In this 
way a spirit of understanding and good will for 
the hospital is established. 


The hospital opens up a wonderful field for 
service—a vast field where much appreciation 
awaits the giver who gives his heart as well as 
his service. If the hospital administrator and the 
auxiliary approach their respective tasks with 
zeal for their work and love for their fellowman, 
a rich reward of satisfaction awaits them. 


In closing I wish to state that as a hospital ad- 
ministrator I have worked both with and without 
an auxiliary. The benefits of an auxiliary are 
tremendous. The wonderful service our auxil- 
iaries are giving our patients is universally rec- 
ognized. Besides helping the hospital financially, 
they have added immeasurably to the humani- 
tarian side of hospital service and have been 
builders of good will in the community. No 
hospital can afford to be without an auxiliary. 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service and the 
Council on Hospital Service Plans 


hospital service plans as of April 1, 1940, was 

4,803,099. Each of the listed nonprofit hos- 
pital service plans has met the standards of or- 
ganization, policies, and procedures established by 
the Commission on Hospital Service of the Ameri- 
can Hospital Association. In each instance, the 
plan has been organized as a nonprofit corpora- 
tion, and the provision of service has been guar- 
anteed by the “member” hospitals. The American 
Hospital Association exercises no legal control 
over the various plans, and does not issue this list 
as a guarantee of performance. 


Tis reported enrollment of 59 fully approved 


Total 


Headquarters City Enrollment 
Birmingham, Alabama (state-wide) 


Los Angeles, California 
Oakland, California 
Sezramento, California 


Winnipeg, Manitoba (province-wide) 
Denver, Colorado (state-wide) 


New Haven, Connecticut 151,136* 
Norwalk, Connecticut 25,221 


Wilmington, Delaware 
WRIPERIECOIDs HEN s, (Ole. os ong © Stoel one: o weisiateleiels-ieielevels 
Atlanta, Georgia 


Alton, Illinois 

Chicago, Illinois 

Danville, Illinois 

Decatur, Illinois 

Peoria, Illinois 

Rockford, Illinois 

Des Moines, Iowa (state-wide) 
Ashland, Kentucky 

Louisville, Kentucky 


Baton Rouge, Louisiana ; 
Flint-Goodridge, New Orleans, Louisiana 
New Orleans, Louisiana 


Portland, Maine (state-wide) 

Baltimore, Maryland (state-wide) 

226,456 
182,399 
330,478* 


40,222* 
108,682* 


191,536 


Boston, Massachusetts (state-wide) 
Detroit, Michigan (state-wide) 
St. Paul, Minnesota (state-wide) 


Kansas City, Missouri 
St. Louis, Missouri 


Newark, New Jersey (state-wide) 


June, 1940 


Total 


Headquarters City Enrollment 


Albany, New York 
Buffalo, New York 
Geneva, New York 
Jamestown, New York 
New York City 
Rochester, New York 
Syracuse, New York 
Utica, New York 
Watertown, New York 


Durham, North Carolina 


Akron, Ohio 
Canton, Ohio 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Toledo, Ohio 
Youngstown, Ohio 


Harrisburg, Pennsylvania 
Philadelphia, Pennsylvania 
Pittsburgh, Pennsylvania 
Wilkes-Barre, Pennsylvania 


Providence, Rhode Island (state-wide) 
Kingsport, Tennessee 

Lynchburg, Virginia 

Newport News, Virginia 

Norfolk, Virginia 

Richmond, Virginia 


Milwaukee, Wisconsin (state-wide) 
4,803,099 


*These plans require certain dependents of employed 
subscribers to pay stated amounts per patient-day of care 
for the benefits provided without charge to subscribers. 


Changes in Rates and Benefits 


Reduction in certain premium rates for groups 
having membership in the Associated Hospital 
Service of Maine was recently announced by 
Phillips M. Payson, president of Associated Hos- 
pital Service of Maine. The change affects pay- 
roll deduction groups of 200 or more who are 
represented in the Plan by 75 per cent member- 
ship of all eligible employees and amounts to a 
flat reduction of 20 cents a month in each class of 
membership. Under the new plan, the rate for 
individuals will be 65 cents a month instead of 
85 cents; for husband and wife, $1.30 instead of 
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$1.50; for family memberships, $1.80 instead of 
$2.00. The change will be effective immediately, 
according to Mr. Payson. 

cd * * 

The original agreement between Plan for Hos- 
pital Care of Chicago and thirty member hos- 
pitals relative to the enrollment of the hospital 
employees, nurses on the registry and staff physi- 
cians previded that if the enrolled group and their 
family members used more than 82 per cent of 
income, the hospital would pay to the Plan an 
amount sufficient to maintain the ratio of pay- 
ments to income at 82 per cent. The experience 
of 24 hospitals at the end of the first contract 
year showed that 18 hospitals used over 82 per 
cent and that 6 hospitals used under 82 per cent. 

On April 16, 1940, Plan for Hospital Care in- 
creased the ratio of payments to income from 82 
per cent to 100 per cent. All other provisions of 
the contract remain the same. 

Annual Reports 

Excerpts from the Third Annual Report of the 
Hospital Service Corporation of Western New 
York, Buffalo: “. .. The Directors of the corpora- 
tion, as the individuals responsible for its financial 
soundness and for the business-like conduct of 
its affairs, are naturally greatly interested in the 
financial statements, etc. ... However, we must 
not overlook the broader picture of our work, that 
of relieving the financial strain of the subscriber, 
who is so unfortunate as to require hospital care 
with its. consequent great expense and the real 
humanitarian job that we have done in making 
this care readily available to the public at a rate 
within its ability to pay. These things are the 
only justification for our existence as a commu- 
nity organization... 

“In January a Medical Advisory Committee was 
appointed. It has been their duty, and one which 
. . . they have discharged faithfully, to develop 
from the patient and from the doctor all necessary 
facts in relation to a claim, so that a decision 
could be made on the merits of the case, one that 
would be absolutely fair and impartial, whether 
from the point of view of the subscriber or the 
service corporation .. .” 

* * * 

The 1939 Annual Report of Hospital Service 
Plan of New Jersey has recently been issued. This 
report shows the progress of the Plan during its 
seven years of existence by means of charts, 
statements and reports. Their distribution of in- 
come during the year 1939 was as follows: 71.12 
per cent for hospital cost; 16.47 per cent for ex- 
penses; 12.41 per cent for reserve. 

New Participating Hospitals 

Pennock Hospital of Hastings, Michigan, has 
been accepted as a participating hospital in the 
Michigan Society for Group Hospitalization. 
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The Thiel Hospital of Bertha, the Raiter Hos- 
pital of Cloquet, and the St. Francis Hospital of 
Breckenridge have recently become participating 
members of the Minnesota Hospital Service Asso- 
ciation. 

* * * 

The J. C. Blair Memorial Hospital of Hunting- 
don, Pennsylvania, has recently become a partici- 
pating institution of the Hospital Service Asso- 
ciation of Pittsburgh. 

* * * 

In addition to the twenty-eight hospitals previ- 
ously associated with Hospital Service, Inc., of 
Iowa, St. Joseph’s Mercy Hospital, Dubuque, Park 
and Mercy Hospitals, Mason City, and St. Joseph’s 
Hospital, Keokuk, have joined the plan. Branch 
offices of Hospital Service, Inc., located in member 
hospitals, have been established in Dubuque and 
Cedar Rapids. 

Meetings 

One Session of the Iowa Hospital Association 
Convention, April 22-24, was devoted to nonprofit 
hospital service plans at which John R. Mannix, 
director of the Michigan Society for Group Hos- 
pitalization, was the speaker. The annual meet- 
ing of Hospital Service, Inc., of Iowa, F. P. G. 
Lattner, executive director, was held at this time, 
and all hospital people in attendance at the Con- 
vention were invited to attend the meeting. The 
membership elected new Board members as fol- 
lows: 

Paul R. Hanson, Superintendent, Iowa Lutheran Hos- 

pital, Des Moines 
James D. Brien, Attorney, Des Moines 
Joseph Rosenfield, Attorney; Trustee Iowa Methodist 
Hospital, Des Moines 

Sister Mary Ursula, Superintendent, St. Joseph’s 
Mercy Hospital, Dubuque 

J. P. Van Horn, Superintendent, St. Luke’s Hospital, 
Cedar Rapids 

Mary Elder, Superintendent, Burlington Protestant 
Hospital, Burlington 

Charles W. Gifford, President, Des Moines Railway 
Company 

Dr. N. Boyd Anderson, Secretary, Polk County Medi- 

cal Society, Des Moines 

Dr. George M. Crabb, Mason City 

* * %* 

On February 20, 1940, the Board of Directors 
of the Rochester Hospital Service Corporation 
elected Arthur M. Lowenthal, President; Charles 
S. Wilcox, Vice-President; William C. Gosnell, 
Secretary ; and Swayne P. Goodenough, Treasurer. 
The Board also elected Dr. Albert D. Kaiser, Presi- 
dent of the Monroe County Medical Society, to the 
Board for a three year term. 

* % * 


J. D. Colman, director of Associated Hospital 
Service of Baltimore, reports that two new mem- 
bers, Dr. Wetherbee Fort and Stewart B. Craw- 
ford, superintendent of Maryland General Hos- 
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pital, were elected to the Board of Directors of 
Associated Hospital Service of Baltimore at their 
annual meeting. The following officers were 
elected for the year 1940: Robert O. Bonnell, 
President; Dr. Richard T. Shackelford, Vice- 
President; Dr. Clyde D. Frost, Secretary; and 
Stanford Z. Rothschild, Treasurer. The vacancy 
created on the Board of Directors by the sudden 
death of Dr. Robert P. Bay was filled when Dr. 
C. W. Maxson, chief surgeon at the South Balti- 
more General Hospital, was appointed. 
* * x 


The meetings of the Tri-State Hospital Assem- 
bly (including the states of Illinois, Indiana, Wis- 
consin and Michigan) were held in Chicago on 
May 1, 2, and 8. There was one formal session 
on Wednesday, May 1, at which John R. Mannix, 
director of Michigan Society for Group Hospitali- 
zation, presided, and informal round table sessions 
on May 2 and May 3, at which Donald Murphy, 
director of the Decatur Hospital Service Corpora- 
tion, and Louis Degenhardt, director of Group 
Hospital Service of Illinois, Alton, presided. 


Dr. Frank P. Hammond, Plan for Hospital Care, 


Chicago, L. R. Wheeler, director of Associated ' 


Hospital Service, Inc., of Milwaukee, and C. Rufus 
Rorem, Chicago, presented papers at the Wednes- 
day afternoon meeting. 


In addition to those participating in the pro- 
gram, the following plan directors were in attend- 
ance: Ray F. McCarthy, St. Louis; W. N. Arm- 
strong, Rockford; John A. McNamara, Cleveland; 
F. P. G. Lattner, Iowa; A. M. Calvin, Minnesota; 
Paul Bourscheidt, Peoria. 


x * #* 


At the annual meeting of the Capital Hospital 
Service, Harrisburg, the following men from the 
Reading area were elected to the board of direc- 
tors: D. R. Van Olinda, president of the Automo- 
tive Service, Inc.; Dr. Harry B. Corrigan, member 
of the Berks County Medical Society; Thomas A. 
Willson, president of the Reading Chamber of 
Commerce; Harold G. Evans, president of the 
American Casualty Company; and Raymond J. 
Wenger, a certified public accountant. The three 
Reading hospitals recently signed service con- 
tracts with the Plan. 


Recent Speeches 


Harold N. Thompson of the Hospital Service 
Association of Pittsburgh spoke recently at a 
meeting of the Education and Welfare depart- 
ments of the Woman’s Club of Pittsburgh. 


J. H. Whittier, representative of the Hospital 
Service Association of Northeast Pennsylvania, 
Wilkes-Barre, was guest speaker at a recent meet- 
ing of the Montoursville Rotary Club. 


june, 1940 


During the month of May, 1940, C. Rufus 
Rorem addressed the following meetings: 
First annual dinner meeting of the Northern Illinois 
Hospital Service, Inc., of Rockford, Illinois, May 6 
Jackson County Health Forum, Kansas City, Mis- 
souri, May 15 
Ontario Hospital Association, May 22 
Hospital Association of New York State, May 23 
Miscellaneous 
The Insurance Department of the state of New 
York has issued revised forms for the use of non- 
profit hospital service plans operating under their 
supervision in making periodical reports of finan- 
cial and statistical data during the year 1940. 


* * #* 


A form letter dated January 25, 1940, sent to 
each group representative by the Rochester Hos- 
pital Service Corporation reporting the progress 
made during the past year, said in part: “May 
we offer the reminder that the Rochester Hospital 
Service Corporation is a community service in- 
stitution greatly needed, founded in a typically 
Rochester way, by the cooperative effort of in- 
dustry, the hospitals, and of the medical pro- 
fession. 


“In no other way, we believe, could this Asso- 
ciation have been established; under no other 
sponsorship and support would it have expanded 
as it has and have proved such a benefit to so 
many, especially the thousands of wage earners 
who constitute the bulk of its subscribers. The 
continuation of such interest and support will 
always be necessary .. .” 

* * * 


Quoting from the Rochester Hospital Service 
News, Vol. 5, No. 1: “Fifteen per cent or $84,600 
of the $572,191 paid for hospital bills in 1939 was 
for maternity care. 


“Apropos of comments on maternity, we quote 
a recent happening at one of the member hos- 
pitals. The clerk at the information desk called 
to a man who went breezing by without stopping, 
‘Are you one of the visitors?’ His instantaneous 
reply was ‘No! I’m one of the floor walkers over 
in the maternity department.’ ” 

* * * 


An Associated Press news story describing the 
development of group hospitalization was written 
by Willard Young, Associated Press reporter, and 
released as a Sunday Feature Story on December 
31, 1939, to all Associated Press subscribers. This 
article, which was written by Mr. Young from in- 
formation provided by the Commission on Hos- 
pital Service, has appeared in the press of the 
metropolitan areas as well as papers in the smaller 
cities throughout the country. Clippings indicate 
that the article is still appearing in Associated 
Press papers as a Sunday feature. 
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Committee Activities 


The Committee on National Accounts and Uni- 
form Contracts of the Conference of Hospital 
Service Plans met in Chicago on May 2 at which 
time it was decided to recommend the develop- 
ment of uniform provisions in subscriber con- 
tracts. Reciprocity of enrollment also was dis- 
cussed by the Committee, which expects to have 
a specific recommendation to submit to the plans 
in the near future. The members of this Com- 
mittee are: Arthur M. Calvin, Chairman, St. Paul; 
Glenn Clark, Chicago; John R. Mannix, Detroit; 
Frank Van Dyk, New York City; and LeRoy Vin- 
cent, Philadelphia. 


% % * 


The Committee on Rural Development of the 
Conference of Hospital Service Plans held its first 
meeting in Chicago on May 3. Definition of com- 
munities by size and composition was considered 
important and necessary in order that the rural 
enrollment experience of each locality would be on 
a comparable basis. Each member was asked 
to draft a report of the experience of the rural 
enrollment in the particular territory covered by 
his or her Plan, and submit it to the Committee 
at a later specified date for consideration and pub- 
lication. The entire membership of the Commit- 
tee, Ray F. McCarthy, Chairman, St. Louis; 
Graham L. Davis, Battle Creek; Fred G. Lattner, 
Des Moines; Virginia Liebeler, St. Paul, and Leon 
R. Wheeler, Milwaukee, attended the meeting. 


* % % 


On May 23, the Committee on Accounting and 
Office Practice of the Conference of Hospital Ser- 
vice Plans met in Buffalo, New York, to consider 
the revision of accounting terms and classifica- 
tions, and also to begin work on a manual of 
recommended regulations for office procedure to 
be used by non-profit hospital service plans. 

The members of the Committee are Sherman D. 
Meech, Chairman, Rochester, New York; Carl M. 
Metzger, Buffalo, New York; Harry Sesan, New 
York City, and Ruth V. Sourwine, accountant for 
the Hospital Service Association of Toledo, re- 
cently appointed to membership on the Commit- 


tee. 
* * * 


The first meeting of the Committee on Statistics 
of the Conference of Hospital Service Plans was 
held in Philadelphia on April 12, to outline a pro- 
gram for the coming year. It was decided that 
its work should be directed towards three major 
objectives: (1) review and revise the classifica- 
tion and definition of terms; (2) review and re- 
vise the forms now being used by the Plans to 
submit statistical data; (3) a series of subjects, 
such as maternity, payments to hospitals, experi- 
ence classifications, etc., are to be studied by in- 
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dividual members of the Committee and to be 
reported at a later date. The members of the 
Committee are: J. Douglas Colman, Chairman, 
Baltimore; Wesley Arden, Philadelphia, and Wal- 
ter Bjorn, New York City. 


News of the Plans 


The Minnesota Supreme Court dismissed the 
plaintiffs’ appeal of the suit brought by three 
subscribers against the Minnesota Hospital Ser- 
vice Association. Suit had been brought originally 
by three subscribers who sought to restrict the 
hospital service association’s mode of operation. 

* % * 

According to “The Blue Cross,” a publication of 
Associated Hospital Service of Massachusetts, 
there are 594 blue cross patients in Massachusetts 
hospitals every day. This number would fill 25 
Pullman cars. 

* % * 

Associated Hospital Service of Capital District, 
Albany, New York, has paid over $400,000 in hos- 
pital bills for its subscribers since it began opera- 
tions in 1937. A large part of this amount was 
paid to the 22 member-hospitals located in the 11 
counties in which the Plan operates. 

* bo * 

“Among Ourselves,” No. 6, is a news bulletin 
issued by Capital Hospital Service which contains 
news items of special interest for the employees 
and branch office representatives of the plan. 

* * % 

Members of the Philadelphia Bar, their families 
and office associates are eligible to join the Asso- 
ciated Hospital Service of Philadelphia. Special 
arrangements are made by the Plan to facilitate 
enrollment among professional persons. Members 
of the Bar may become part of the general group 
formed for the Philadelphia Bar Association or 
may form their own hospital service groups if five 
or more persons in their office enroll. Groups of 
five or more may pay on a monthly basis, while 
those enrolled through the Bar Association pay 
semi-annually. 

%* % %* 

“The Open Door,” an educational sound-color 
motion picture, has recently been completed by 
the Associated Hospital Service of Massachusetts. 
It was shown May 10, at the Boston City Club, to 
business executives, hospital superintendents and 
staffs, and the press. This three-reel picture is a 
general explanation of how a Blue Cross member- 
ship opens the hospital door for the person of 
moderate means. 

So * % 

Associated Hospital Service of Philadelphia has 
reproduced its 1940 Approval Certificate for dis- 
play in member hospitals and in the prospectus of 
the plan. 


HOSPITALS 


© 06§- ae. hlCeee, 2. ee. 


_—_  -_ he o. 2a eh oe )6h6Clek [lp ee 





Objectives of the Smaller Schools of Nursing 
Must Be Defined 


FLORENCE M. GIPE, R.N. 


women to predict the future business cycle, 

not as a fortune telling process, but upon 
those facts that have been scientifically compiled 
by experimentation and observation, so we as a 
group of nurse educators desire to approach, in 
a similar manner the future of the smaller schools 
of nursing. 


What Is a School of Nursing? 


S INCE it is customary for business men and 


The word school is derived from the Greek 
word scoli which means an educational institution, 
or institute, a gymnasium or seminary. In this 
particular instance, then, a school of nursing is 
an, educational institution that teaches students 
the care of the sick. 


Chancellor Samuel P. Capen gave us a specific 
definition for an educational institution when he 
informed us that an educational institution is one 
whose primary objective is the progress in knowl- 
edge and skill of the students. It makes no de- 
mands on its students which tend to interfere 
with, or retard, their acquisition of knowledge and 
skill. It is conducted by persons qualified by train- 
ing to serve as teachers and administrators. It is 
supported by funds adequate for the accomplish- 
ment of the ends to which it is devoted. It is not 
operated for profit. 


According to the 1939 statistics of the National 
League of Nursing Education we have in this 
country 1,328 schools of nursing meeting the 
minimum requirements set by law in the various 
states in which they are located. Four years prior 
to this in 1935 there were 1,472 state accredited 
schools. Each year the number has decreased so 
that now there is 10 per cent fewer schools than 
there was at that time. 


On the other hand, the number of students has 
increased nearly 22 per cent during the same 
period. In 1935 there were 67,500 student nurses; 
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now there are more than 82,000 students in train- 
ing or 1 to 1,586 of the total population in the 
United States. The question. arises,—Why has 
there been this large increase during the past 
year? 


There is at present a trend toward a more rea- 
sonable program of hours for both graduates and 
students; as the weekly hour schedules become 
shorter, and the number of class or instruction 
hours become greater, more nurses are needed to 
carry the nursing load if good nursing standards 
are to be maintained. It seems probable that in 
some institutions the number of students has been 
increased to offset the shorter hour schedules. 
The practice may have economic benefits for the 
hospital whose objective is community service, 
but for the hospital as an educational institution, 
it is open to serious question as an educational 
practice. The hospital, from a purely educational 
viewpoint, exists for a practice field. The school, 
as a school, has no obligation to the community to 
provide nursing care for the sick. 


The Size of the Individual School Is Growing 


In 1935 the lower 25 per cent of the schools 
was connected with hospitals having a daily 
average of 48 patients. The median school had an 
average of 80 patients. The upper 75 per cent of 
the schools had a daily average of 147 patients in 
1939, the lower 25 per cent of the schools had an 
average of 58 patients. The median school had an 
average of 98 patients. The upper 75 per cent of 
the schools had an average of 180 patients. In 
Pennsylvania a small school of nursing is defined 
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as one that is located within a hospital having 100 
beds or less. According to the State Department 
of Nursing Education there are 18 such schools 
in the state. The smallest approved school has a 
student body of twenty. 


The “Inadequate School” 


The term small school of nursing should not 
concern us so much as the term “inadequate 
‘ school.” 


The term small may denote little in quantity— 
little in quality or little in worth or ability. As 
applied to schools of nursing it may denote a small 
number of students located within a university 
hospital which is equipped with every facility 
necessary to insure a sound educational program. 
It may denote a small number of students within 
a small hospital whose philosophy is education as 
preparation for life in confronting students with 
those experiences exactly as they will later meet 
them in a local community in answering the social 
needs. It may also denote a large number of stu- 
dents within a large institution which has as a 
philosophy hospital needs versus student growth; 
mass education rather than the provision for in- 
dividual differences. To me, such a school is 
“small” because of its inadequate educational of- 
ferings, which are bound to result in a synthetic 
product thrust upon society, bearing the brand 
R.N., but still not being even a good practical 
nurse. It is not the size of the school, but its 
quality that is measured by what the graduates of 
that school are contributing to social needs. A 
large school within a large city is ideal if it 
meets the community’s needs for safe nursing 
care; a small school within the same city is ideal 
if it meets the community’s needs by providing 
safe nursing care. 


However, there are certain salient facts that 
must be remembered in predicting the future of 
any nursing school which may work a definite 
hardship upon the small school unless they have 
substantial income or private endowments— 


1 Better prepared faculty 
2 Adequate library facilities 
3 Proper type of clinical material 


4 Affiliations for service provided by other 
social agencies 


5 Proper recreation facilities 


6 Adequate number of graduate bedside 
nurses 


These and many other requirements are neces- 
sary to insure a sound educational program. 
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Graduates from schools in hospitals having less 
than 50 patients are not eligible for membership 
in the National Organization for Public Health. 
This means that now, when many new opportu- 
nities for nurses are opening the public health 
fields, students graduating from these schools can 
not qualify for such positions. Membership in 
the American Red Cross Nursing Service is also 
restricted to graduates from schools in. hospitals 
having at least a daily average of 50 patients, 
except in individual instances where considera- 
tion may be given to graduates from smaller hos- 
pitals provided they have acceptable affiliate or 
postgraduate experience. 


Schools of Nursing in Pennsylvania 


Pennsylvania has at the present time 136 ap- 
proved schools. In 1935 it had 135 approved 
schools. Since that time several schools have 
closed, and likewise several others have reopened. 
Two large schools have closed because one was 
connected with a graduate school and has suf- 
ficient students who desired to take postgraduate 
work, and the other, a mental hospital, had suf- 
ficient students from the affiliating schools. 


Two large schools in the state are definitely car- 
rying out a college program. Several others have 
some of their subjects taught by college profes- 
sors. The smaller schools show proportionately 
a smaller number of State Board failures than 
the larger schools. Some of the smaller schools 
are rated as excellent because they have a ratio of 
1 graduate nurse to 4 students; have 1,200 or 
more hours of organized instruction; have less 
than a 48-hour week; affiliate for special services; 
affiliate with a local college for recreation and 
library facilities; have a properly prepared fac- 
ulty; look upon the school as a community asset; 
absorb most of their graduates; and are generally 
interested in the future of their students by util- 
izing their special abilities. 


The Test and Measure of the School of Nursing 


With these facts before us, what may we con- 
clude will be the future of the smaller school if 
conducted on this basis? It is this: Just as long 
as the school can be tested and measured as to 
the validity of its educational standards as a 
school, just as long as it meets the needs of a 
community, it will exist. 


Society is interested in nursing schools of a 
proper type. There has never been a time when 
a community that is properly informed will refuse 
to support so worthy a-cause as a good school of 
nursing whose philosophy is putting theory into 
practice. 
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Nursing education, to some extent, takes gen- 
eral education as a basis upon which to build. 
As you know, there is much discussion at the pres- 
ent time towards the consolidating of the small 
community high schools. In theory this sounds 
excellent; in practice it is being found that it is 
too costly and is not meeting the child’s needs. 
In other words, students from a local community 
find it very difficult to adjust to the city schools 
because of the different environment and curricu- 
lar offerings. Then, too, the financial question 
enters into the problem. Quite recently one of 
the members of the State Accrediting Program 
for the Consolidation of High Schools informed 
us that the plan is not being considered a success 
and will probably be abandoned entirely. The 
accrediting committee suggests that the small 
schools be provided with larger sums of money 
so that the school’s program may be enriched to 
meet the needs of the child. 


Schools of nursing have been considering the 
question of the central school, especially for the 
preclinical course. Several Catholic schools have 
followed this plan quite successfully, and in a 
large city it might be economic for the smaller 
school to send their students to the larger schools 
for the basic social science courses. 


Utilizing the Small Hospital as a Practice Field 


There has been some discussion among the uni- 
versity schools of nursing about utilizing the 
smaller hospitals for a practice field for university 
students. In a practical sense this would be an 
excellent move. First, it would give the student 
the experience that would be impossible for her 
to obtain in a large institution; second, it would 
acquaint the student with the true spirit of serv- 
ice so that upon completion of the course they 
would have the desire to serve a small community. 


The National League of Nursing Education, 
who is sponsoring a national accreditment pro- 
gram for schools of nursing, recently stated 
“There is a fear among some hospital administra- 


tors that small schools of nursing will be auto- 
matically ruled out; and that the collegiate schools 
of nursing will have a preferred position in the 
accreditation program. The emphasis on quality 
should allay the fears of good small schools. Re- 
quirements for accreditation. are within reach of 
the good hospital schools.” 


Schools of nursing should set up criteria for 
periodic self appraisal. One question that must 
be basic for every school is, “Does the school pro- 
duce good nurses?” another is, “Does it meet the 
needs of the community?” The prestige of a hos- 
pital is dependent, in a considerable measure, 
upon the reputation of its nursing service and its 
school if it has one. 


The joint committee of the American Hospital 
Association and the National League of Nursing 
Education on administrative cost analysis for 
nursing service and nursing education believes 
that a hospital is ethically justified in maintaining 
a school only if it is desirous and capable of pro- 
viding an effective program of nursing educa- 
tion and if it can secure for this purpose adequate 
financial means. They also believe that boards 
of hospitals and administrators should realize 
that nursing service and nursing education are 
separate entities. 


The existence of any school of nursing, whether 
it is large or small, must be determined on the 
basis of its being an educational institution and 
not a source for the production of unqualified 
health workers. 


The small school in the small hospital is meet- 
ing a definite need. Its products are being tested 
and measured, and it has been noted to make 
greater provision for individual differences among 
its students than the larger schools. As long as 
its practices are educationally sound, as long as 
it provides safe nursing care and it is active in 
the promotion of health and the prevention of 
disease it is meeting a progressive objective which 
is not an accident but a necessity. 
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Future of School of Nursing in Small Hospital 


As a Hospital Trustee Views It 


HON. HARRY A. JONES 


do I admit it, but I fear the concomitant of 

grovelling humility has even given way to 
the Pharisee’s supercilious prayer. Congenitally 
I am a “Hick”; I was born in the country. After 
practicing law in a large city for 12 years, I 
moved my office back into the sticks of my own 
free will and accord, and have practiced law there 
for over 30 years. I have lived in the same county 
all my life—that is, all of my life that has been 
so far lived. I expect to be buried in that same 
county, but am in no special hurry about it. All 
this boresome biography is to give background to 
the dogmatic statement by the autobiographer 
that there is no inherent virtue in bigness—except 
possibly to the Fat Man in the circus, whose big- 
ness provides his meal ticket. 


Even at the risk of convicting myself as a 
Last-Rose-of-Summer conservative, a fossilized 
adherent of the horse-and-buggy era, still I ven- 
ture the suggestion that the educational processes 
operating in the modern, streamlined, consoli- 
dated, air-conditioned Temple of Education are 
no more certain to bring a useful, fruitful, more 
abundant life than the democratizing influences 
of the little red school house, with the book I’arn- 
ing supplemented by the daily walk to and fro 
in frolicsome play with schoolmates, in thrilling 
adventures of discovery along the rural pathways 
to learning, and the unconscious, but inevitable 
absorption of worldly wisdom along with the 
country air that is breathed. 


And this emboldens me to suggest that the big 
hospital assures no better care in nursing, no 
more intelligent or devoted bedside service, nor 
any better training in its nursing school than the 
small hospital. Excellence is measured by qual- 
ity, not quantity. Having ventured this far, I 
may as well go the whole length and start an 


AM a “Hick.” I admit it. Not only unabashed 
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argument by brazenly asserting that the chances 
favor the small hospital. For this very reason, 
the nursing school connected with the small hos- 
pital merits special consideration in. contemplat- 
ing the future of the nursing profession. In sup- 
port of this position, I submit the following ob- 


servations: 


Cultural Advantages in the Small Hospital 
School of Nursing 


Just as the small liberal arts college has ad- 
vantages over the university for one seeking a 
general cultural education, so the small nursing 
school has similar advantages that compel recog- 
nition. In the first place, the personality of the 
student is not lost in numbers. With many others, 
I deplore the trend these latter days to regard 
human beings as units only, disregarding the 
crowning glory of divine creation that all human 
beings are different, that no two are alike. It 
is the conclusive proof of divine origin. True, 
they each have two eyes, two ears, two arms, 
two legs, one nose, one mouth and the mental 
mechanism of a brain, but here the uniformity 


ends. 
The Proper Development of Personality 


Ask the puzzled parents of two or more chil- 
dren, ask the distracted school teacher, and you 
will be told that there are at least as many per- 
sonalities as there are children. God made them 
all different; only foolish man undertakes to re- 
gard them as alike. In the small school, this 
personality is more likely to be recognized in 
the closer intimacy of teacher and pupil, to be 
more highly regarded and to be more carefully 
cultivated. Personality is the differential in the 


HOSPITALS 

















nursing profession that grades the graduate 
nurses. To the uniform educational qualifica- 
tions, it adds the element that assures success 
or whose absence spells failure. The proper de- 
velopment of personality ought, therefore, to be 
one of the chief objectives of a school of nursing. 
Three years of close daily contact with an inspir- 
ing teacher is bound to be reflected in later serv- 
ice. Naturally the contact will be closer in the 
small school. 


Carrying Educational Processes too Far 


As a well man, I refuse to be dazzled by an 
alphabetical array after little Mary Smith’s name 
attesting that she has spent three years of ordi- 
nary study, two years of graduate study, two 
years of specializing, two years of research work, 
et ad infinitum. As a sick man, I am not much 
interested beyond recognizing in little Mary a 
welcome Angel of Mercy, wearing a graduate 
pin that assures a reasonable knowledge and skill, 
to which Mary has added a sympathetic, kindly 
heart and a bedside manner that begets confi- 
dence, hope, and courage. For medical or surgi- 
cal wisdom, the attending physician is relied 
upon; it is sufficient if the nurse is a helpful 
helper, even if she knows much less than the 
doctor. For practical purposes, the patient will 
probably find more comfort in her administration 
of castor oil than in her being Doctorate of 
Physics. 


In other words, is it not much better to recog- 
nize the limitations of nursing to this secondary 
field rather than to educate her above the many 
menial, disagreeable details in run-of-mine nurs- 
ing? Insatiable ambition may be its own undo- 
ing in the humdrum duties of life. I wonder if 
this educational process cannot be carried too 
far and that in the raising of nursing educational 
requirements, it may not result in excluding some 
modern Florence Nightingale, full of ambition, 
natural ability and a God-given yearn for service, 
but who is short in finances or educational op- 
portunities. 


The educational hurdles ought to be only rea- 
sonably high. If we must keep our heads in the 
sky, let us keep our feet on the ground. There 
is no natural affinity between a doctorate degree 
and a bed-pan. Let us keep the educational re- 
quirements within sensible limits. Abraham 
Lincoln with a college education might have been 
a more polished gentleman, but he could not have 
been a greater character nor rendered more or 
greater service to humanity; on the other hand, 
he might have become a useless, disdainful, edu- 
cated fop. Not his education, but his soul, made 
him great. 
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Esprit de Corps in the Small Nursing School 


In the next place, there is in the small nursing 
school an esprit de corps that is lacking in the 
larger school, and that is not lightly to be re- 
garded. The graduate of dear old Siwash gets 
a thrill in later life contacts that is unknown to 
the thousands of Yale and Harvard alumni. One 
is lost in the thousands of such. Moreover, the 
incentive of reflecting credit on the small local 
school is a potent one. No one can. doubt that 
an alumna, consciously or unconsciously, reflects 
this constant motivation in her daily perform- 
ance. 


Connecting the Hospital with the Community 
Through Its School of Nursing 


The school of nursing is a link connecting the 
hospital with the community. Where the pupils 
in training are gathered locally, there is sure to 
be an interest engendered thereby that is good 
for the hospital. From the very day that the 
pupil enters the school, in fact, for the long time 
that the matter is being discussed, the interest 
of parents, relatives, neighbors and friends is 
aroused in a hospital that they hardly knew be- 
fore. And this interest continues ever afterward. 
Every activity of the school carries a personal 
appeal, induces a thrill because of these personal 
ties. A score of such nerve ganglia of interest 
scattered over a community makes a tie-up that 
is sure to engender a sense of proprietorship in 
the local hospital, an. increased interest in its wel- 
fare and a willingness to contribute in time and 
money to its success. This is a factor not only 
with the social friends and relatives of the pupil 
nurses; it also has its reaction on the patients 
served. It is a pleasing discovery when a patient 
discovers that the angel in white, whom he 
reveres and obediently fears, came from Heaven 
by way of (well, well, of all places), by way of 
the local village, where so many acquaintances 
live. Such a school of nursing is conducive to 
a possessory interest by the community. 


Shall Schools of Nursing Be Centralized in 
Our Large Cities? 


Even more vital from another viewpoint is the 
small school of nursing. As a rustic, I want to 
utter a loud wail of protest against the evident 
trend towards centralizing the schools of nursing 
in the larger cities of the state. As hinted above, 
I believe that this is not for the good of the 
schools. I am sure that this is not for the good 
of the hospitals nor for the good of the com- 
munities. Many worthy and desirable applicants 
would find it impossible to finance the course at 
a city school. The rupture of home ties, while 
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generally regarded as profitable for a boy, is not 
always so for a girl; and is destructive of some 
influences well worth preserving. The social re- 
lationship between the home and the local school 
operates to the benefit of both. The transplant- 
ing of a country-bred girl to the confusion of a 
large city is not always to her gain. Ordinarily, 
I would say that she is likely to do better in the 
home environment, in every way. 


Again, recruiting from the local community 
into the training school gets a better quality of 
applicants. Were the nursing schools centralized 
in the cities, the recruits would come in larger 
proportion from the city girls. I hazard the 
opinion that the character of the matriculates 
would not be improved. 


Centralization of Nursing Schools and Its Effect 


Such centralization would in a few years re- 
sult in a shortage of nurses in the small hospitals. 
Just as some country towns are now without a 
resident physician, so will the small hospital find 
itself short in the response for nursing service. 
It cannot pay city prices; it cannot compete with 
the gayer social life of the city; it cannot with- 
out some bonus or extra wages or some devised 
inducement, entice the graduate nurse away from 
the apparently larger field in the city. The tide 
of nurses would be towards the city, never away 
from it; at least; not until old age brings the 
wisdom to evaluate the real meaning of life. City 
schools would mean that a larger proportion of 
the graduates would remain in the city, seeking 
a career, leaving the smaller country hospitals to 
be manned by superannuated nurses or those pre- 
maturely wise and sensible. 





I believe that it is generally agreed that a hos- 
pital can be operated more economically with a 
school of nursing than without it. While the cos: 
of maintaining the student body is considerable, 
the nursing service rendered by them in the 
course of training fully offsets this expense. It 
will be impossible for some hospitals now giving 
good service through a school of nursing to meet 
the increased financial expense of employing 
graduate nurses to take the place of the present 
pupil nurses in training. 


The Quality of Student Nurse Service 


At the risk of mentioning another controversial 
matter, I opine that the nursing service received 
from pupil nurses is superior to that rendered by 
hired graduate nurses. The pupils are more 
alert, anxious to learn, anxious to please, open to 
suggestions, amenable to discipline, with more 
of a thrill in what experience later makes routine 
or humdrum. Better service will be had from 
alert pupil nurses under the direction of compe- 
tent and interested supervisors, whose guidance 
will be accepted and followed rather than resented 
by the “R. N’s” who will more likely irk at the 
dominance of supervision, the autocracy of a col- 
league, or the coercion of discipline. In rush 
seasons, it may be necessary to hire graduate 
nurses to supplement the pupils in the nursing 
school, but for normal operation, it is my opinion 
that the undergraduate in training is the answer 
to the prayer of the sick and also to the prayer 
of the hospital trustees. I concede your right 
to disagree. It is not the first occurrence of dis- 
agreement, theological and otherwise, regarding 
the answer to prayer. 





—e 


Western Institute for Hospital Administrators—1940 


The administrative committee of the 1940 In- 
stitute for Hospital Administrators announces 
that the Association of Western Hospitals, in co- 
operation with the American College of Hospital 
Administrators and the Western Conference, 
Catholic Hospital Association, will conduct the 
Second Western Institute at Stanford University, 
California, August 12 to 23 inclusive. 


The curriculum of the Second Western Institute 
is designed primarily for persons engaged as hos- 
pital administrators, assistants to administrators, 
and administrative department heads. 


In addition to the conventional type of institute 
curriculum, the Western Institute will provide 
selected subjects for analyses and detailed study. 
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The 1940 semi-intensive curriculum offers the 
opportunity for research, study, and deliberation 
of the operations and functions of the hospital de- 
partments which the program committee feels 
should have the utmost consideration this year. 


Through attendance at the Western Institute, 
hospital personnel are able to approach and ana- 
lyze constructively the administrative and func- 
tional activities embraced under hospital manage- 
ment. Those privileged to attend will return to 
their positions with constructive ideas and mate- 
rial which will enable the hospital to render an 
even better service to the community. 


For further details address your communica- 
tions to Thomas F. Clark, Executive Secretary, 
Association of Western Hospitals, San Francisco. 
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Celia E. Brian, R.N., has resigned as superin- 
tendent of the Brattleboro Memorial Hospital, 
Brattleboro, Vermont, effective August 1, and 
plans to retire from hospital work. 


——_— 

Mrs. Myrtle E. Bromley has assumed her duties 
as superintendent of the Marcus Daly Memorial 
Hospital, Hamilton, Montana, to succeed Mrs. 


Josephine Iten Tefft, resigned. 
——— 
Dr. William A. Bryan has assumed his duties 


as superintendent of the Norwich State Hospital, 
Norwich, Connecticut. Dr. Bryan succeeded Dr. 
Chester A. Waterman, who resigned several 
months ago. 


a. 

Mrs. Alice C. Cleland, R.N., has tendered her 
resignation as superintendent of the New Hamp- 
shire Memorial Hospital, Concord, New Hamp- 
shire. 

———<———— 

J. M. Crews has been appointed assistant to Dr. 
Henry Hedden, superintendent of the Methodist 
Hospital, Memphis, Tennessee. 

—— 

Robert S. Hawthorne was recently appointed 

assistant superintendent of Salem Hospital, 


Salem, Massachusetts. 


—————_ >. 
Emily A. Holmes, R.N., superintendent of Con- 
nellsville State Hospital, Connellsville, Pennsylva- 


nia, will retire on June 1. 
—_——_—@————. 


Elsie M. Lawler, for the past thirty years su- 
perintendent of nurses and principal of the school 
of nursing at Johns Hopkins Hospital, Baltimore, 
Maryland, and a member of the American Hos- 
pital Association since 1913, will retire next au- 
tumn. Anna D. Wolf, superintendent of nurses 
at New York Hospital, Cornell Medical College, 
New York City, will succeed Miss Lawler. 


>. 

Dr. John F. McGovern has been appointed med- 

ical director of St. Peter’s General Hospital, New 
Brunswick, New Jersey. 


—_~.——_———_. 

Dorothy Menefee has been appointed superin- 

tendent of the Henry County Soldiers’ and Sail- 

ors’ Memorial Hospital, Mount Pleasant, Iowa, 

succeeding Mrs. Grace Klein, who resigned effec- 
tive May 1. 


————— 
Maud A. Miles, R.N., has resigned as superin- 
tendent of Columbia Hospital, Columbia, Pennsyl- 
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vania, and Margaret Abendschein, R.N., has been 
named as her successor. 
——_————. 

Dr. S. J. Phillips has resigned as superinten- 
dent of the Central Louisiana State Hospital, Pine- 
ville, Louisiana, and Dr. A. L. Seale, assistant su- 
perintendent of that institution, has been named 
as Dr. Phillips’ successor. 

laciaiillieaiiies 

Dr. Lewis L. Reese, formerly assistant super- 
intendent of the Boston City Hospital, Boston, 
Massachusetts, was appointed medical director 
of the State University and Crippled Children’s 
Hospitals, Oklahoma City, Oklahoma. Dr. Reese 
succeeds Dr. E. T. Olsen, who has reached the 
age of retirement under the Oklahoma laws. 

——_@——_——. 

Dr. James F. Sacchetti succeeded Dr. Charles 
L. Clay as medical director of Long Island Hos- 
pital, Boston, Massachusetts. Dr. Clay recently 
resigned to become superintendent of the Jackson 


Memorial Hospital, Miami, Florida. 
———————_ 
Joan M. Wilson, formerly connected with Mt. 


St. Mary’s Hospital, Niagara Falls, New York, 
has assumed her new duties as director of nurs- 
ing of Lawrence & Memorial Associated Hospi- 
tals, New London, Connecticut, succeeding Olive 
A. Alling, who resigned. 
—_——— 

Dr. A. M. Winklepleck has been appointed su- 

perintendent of the Smith Esteb Tuberculosis 


Hospital at Richmond, Indiana. 
—»———— 


Los Angeles, California—Construction has been 
started on the new laboratory building which will 
house the research division of the Cedars of 
Lebanon Hospital, Los Angeles, California. The 
cost of construction has been arranged through a 
grant from the estate of the late Max Strauss, 
philanthropist. 


ctasaiiiicaa, 

Greenwich, Connecticut—The Greenwich Hospi- 
tal Association, Greenwich, Connecticut, an- 
nounced recently that Mrs. Henry Walker Bagley 
has donated $500,000 to the hospital for its new 
building fund. The goal of the Association is 
$1,500,000. 


sinsteisalilitaiiai 

Atlanta, Geergia—The Crawford W. Long Me- 
morial Hospital, Atlanta, Georgia, has purchased 
additional property to be used in connection with 
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the hospital’s $1,000,000.00 expansion program, 
which includes a new nurses’ home and a mater- 
nity center. 
aR SAN 
Newnan, Georgia —Construction has _ been 
started at Newnan, Georgia, on a new negro hos- 
pital to cost $30,000. 


i NEEM 
Berwyn, Illinois—The Berwyn Hospital, Ber- 
wyn, Illinois, has started a $300,000 remodeling 
and expansion program. The architect’s plans 
have been approved. The new construction will 
double the present capacity of 75 beds. 
‘aivalidiitaaticiie: 

Carbondale, Illinois—Financing has been ar- 
ranged for the construction of a new Holden Hos- 
pital in Carbondale, Illinois, to replace the build- 
ing recently destroyed by fire. 

cctniieli ordi 

Chicago, Illinois—The Shriners’ Hospital for 
Crippled Children, Chicago, has been bequeathed 
the sum of $50,000 under the terms of the will 
of Fred S. Tinthoff. 


FSnceiaiiecmniie: 

Chicago, IHinois—The John B. Murphy Hos- 
pital, Chicago, according to newspaper releases, 
will be closed on June 1. The Sisters of Mercy 
have operated the hospital since 1928. 


a 
Salem, Illinois—A new Community Hospital is 
being planned for Salem, Illinois. It is estimated 


that the institution, when completed, will cost 
$125,000. 


iaceamiaiailiitileaie 
Boone, Iowa—The Board of Supervisors of 
Boone County has authorized the county treas- 
urer to advertise for sale a $91,000 bond issue, 
the money to be used for the construction of a 
new wing of Boone County Hospital at Boone. 
A Sal 
Emmetsburg, Iowa—The new Palo Alto Hos- 
pital, Emmetsburg, Iowa, has been completed and 
was opened for occupancy on National Hospital 
Day, May 12. 
signi ates 
Sturgis, Kentucky—Plans have been approved 
for the construction of a hospital for Union 
County, the hospital to be located in Sturgis, Ken- 
tucky. 


paper 7 eee 

Kalamazoo, Michigan—The $300,000 tubercu- 
losis unit of the Kalamazoo State Hospital, Kala- 
mazoo, Michigan, was dedicated April 15. 

A 

Minneapolis, Minnesota—The Northwestern 
Hospital, Minneapolis, Minnesota, has started its 
new $650,000 modernization program. This will 
include a new six-story west wing which will in- 
crease the bed capacity of this institution from 
165 to 247 beds. The plans of the new unit have 
been prepared by Magney, Tusler and Setter, 
Architects. Harry E. Brown is superintendent. 
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Nopeming, Minnesota—Nopeming Sanatorium 
celebrated National Hospital Day by dedicating 
the Chateau wings, the new units of the sana- 
torium recently completed. Dr. Malcolm T. Mac- 
Eachern, associate director of the American Col- 
lege of Surgeons, delivered the dedicatory ad- 
dress. Paul H. Fesler, a former president of the 
American Hospital Association, is business man- 
ager of the institution. 

ills a, 

Columbia, Missouri—Missouri’s new $1,000,000 
State Cancer Hospital, Columbia, Missouri, was 
formally dedicated on April 26 by Governor Lloyd 
C. Stark. The hospital will be known as the Ellis 
Fischel Hospital in honor of the late Dr. Fischel 
who headed Missouri’s first cancer commission. 


NS 

Omaha, Nebraska—The Lutheran Hospital, 
Omaha, Nebraska, has started construction on a 
new $40,000 wing which will provide twenty ad- 


ditional rooms. 
——_———— 


Atlantic City, New Jersey—Ground was broken 
on May 1 for the construction of the new county 
tuberculosis hospital at Pine Rest, Northfield, 
which when completed will cost $275,000, be of 


fireproof construction, and will contain 100 rooms. 
—————+>——_—. 


New York City—The Board of Estimate voted 
to issue $890,000 in serial bonds and tax notes 
for the construction and equipment of a new 
pavilion for tuberculosis patients at the River- 
side Hospital on North Brother Island. The total 
cost will reach $1,100,000, which includes funds 


previously authorized for this purpose. 
—_——————. 


Niagara Falls, New York—Niagara Falls Me- 
morial Hospital, Niagara Falls, New York, re- 
ceived a gift of $25,000 from Charles Holland- 
Moritz, a former prominent citizen of Niagara 


Falls, for the installation of an x-ray department. 
———<—>—_—_. 


Charlotte, North Carolina—The new $150,000 
wing of the Cabarrus County General Hospital, 
Charlotte, North Carolina, was opened on April 24. 

saiaeeeatinllnaeiis 

Toledo, Ohio—St. Vincent’s Hospital, Toledo, 
Ohio, is planning a new wing to cost approxi- 
mately $500,000. 


ee Oe 

Toledo, Ohio—Construction has started on the 
new six-story addition to the Mercy Hospital, 
Toledo, Ohio. 


viicealiaiiiliiniaass 

Portland, Oregon—Bids have been received for 
the erection of a new five-story Hahnemann Hos- 
pital, Portland, Oregon. Under the plan for the 
new construction the hospital will have a capacity 
of 120 beds. 


—_——_~>—_——__ 
Columbia, South Carolina—Plans for construc- 
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s 1T because a golden rule is always the same .. . as 
long when you are measuring to sell as when you are 
measuring to buy? Or because gold does not easily 
tarnish .. . and so a principle that is golden wears well? 


Whatever the figure of speech, we of AMERICAN long 
since laid down the rule that every one of us should try 
unceasingly to serve our hospital friends as we should 
like to be served: 


© Making the complicated task of testing and selecting 
countless thousands of hospital items as simple and safe 
as possible .. . 


© Concentrating this work of buying, whenever possible, 
under one postage stamp—or in a single interview with a well 
informed and entirely trustworthy AMERICAN representative... 


® Acknowledging and shipping everything so promptly that 
92% of AMERICAN orders are normally filled the day 
received ... 


© Giving the utmost in values and always guaranteeing 
satisfaction. 


Upon this rule, AMERICAN has grown to leadership in 
the hospital supply field, and has become headquarters 
for many exclusive products indispensable to the life- 
saving, health-building work of America’s hospitals. 


Whenever AMERICAN can be of service to you or you can 
suggest any refinement of AMERICAN service — please 
tell us. 


RIGAN 


UPPLY CORPORATION «@ x wrx 
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“NEW and NOTABLE”’ 


Think of an absorbent padding with 
multiplied capacity and a water- 
proof undersheet. Stronger when 
wet than dry. Smooth, tough and 
scuffless. Absorbs many times more 
liquid than absorbent cotton and 
holds it without seepage for hours — 
even under pressure. Will save you 
labor, trouble, time — and money. 
Write for a sample of CELOSE. 

* * # 
With needles a war commodity, you 
will be doubly interested in the ex- 
clusive Tomac HYPO NEEDLE 
SHARPENER. Easy to use. Soon 
saves many times its cost. Keeps all 
types of needles keen for their work. 

& = sh 
Nurses save hours and miles when 
this new bedside STERILIZER is 
available . . . electrically sterilizes 
hot packs and dressings . . . supplies 
them instantly, automatically wrung 
to desired moistness. Sterilizes for- 
ceps simultaneously. A handsome 
aluminum and chromium unit with 
peer te shut-off to prevent — 

eating. Quickly pays for itself in 

time and labor i 

x *& * 
You can achieve important savings 
by using Tomac “laboratory tested” 
SURGICAL SOAP. Concentrated 
— may be used full strength or 
diluted. Low surface tension makes 
it quick to lather, cut dirt, cleanse 
peoes and crevices. Scientifically 

lended, sufficiently alkaline to pre- 

vent irritation and rancidity — 
helps keep the hands smooth. 
Green Surgical Soap (paste) in 25 
to 450 pound metal drums... 
Liquid Surgical Soap in 9 pound to 
510 pound metal containers . 
Standardize on Tomac Surgical Soap 
and solve the problem of good soap 
at low cost. 


% © * 
Tomac SURGICAL INSTRU- 
MENTS are now supplied in a com- 
plete line, with rigorous attention to 
the finest details. You may have 
them in the ideal material — stain- 
less steel ... or for economy, in a 
splendid grade of chromium plate 
on highest quality nickeled and 
coppered carbon steel. Our repre- 
sentative will gladly show you 
either line. 

x *k * 
In the prevention of peritonitis, 
COLI-BACTRAGEN has a most 
impressive clinical record. And even 
in extra-hazardous cases, as for ex- 
ample, abdominal gun shot wounds, 
quick administration of Coli-Bac- 
tragen has repeatedly prevented 
infection. It should Ma be in- 
stantly available in the hospital. 
Editorial digest of clinical experi- 
ence now available to the profession 
.-. Write for it. 

* * & 
One of many splendid “buys” offered 
by our Contract Department is 
AMERICAN’s new TOMAC-STICK- 
LEY line of FURNITURE. Must 
be seen — and priced — to be = 
preciated. Write for photographs 
and catalog . . . or better yet, refer 
your whole hospital equipment 
problem to our highly capable Con- 
tract Department. 

x & * 
Fortify against hot summer days 
with a battery of AMERICAN’s RIB- 
BONAIRE FANS. Ribbonaire’s 
silk loops give your patients breezes 
that are cool, soft, and silent. No 
buzzing or humming to disturb 
sleep. No radio interference. Greater 
economy of current. And the whirl- 
ing silken ribbons cannot hurt care- 
less fingers. 





tion of a new unit for Columbia Hospital, Colum- 
bia, South Carolina, to cost $425,000 and to in- 
crease the capacity by 110 beds have been ap- 
proved. When completed the institution will pro- 
vide accommodations for 300 patients. 

DSi eeree a, 


Kingstree, South Carolina—Kelley Memorial 
Hospital, Kingstree, South Carolina, was dedicated 
Sunday, April 14. The hospital is a memorial to 
the late Mrs. Lorens Ross Kelley. 

STR eee, w 

Lancaster, South Carolina—The new commu- 
nity hospital at Lancaster, South Carolina, to be 
known as the J. Marion Sims Hospital, is rapidly 
nearing completion and is ready for dedication. 
The new institution will cost $300,000 and will 
serve the population in an area fifty miles in 
diameter. The institution was constructed with 
the aid of the Commonwealth Fund of New York. 
It is named in honor of Dr. J. Marion Sims who 
was born in Lancaster in 1813 and was one of the 
most prominent surgeons of his time. 

Ree 

Chattanooga, Tennessee—The New Baroness 
Erlanger Hospital and the Harriet Pearson 
Nurses’ Home, Chattanooga, Tennessee, were for- 
mally dedicated on National Hospital Day, May 
12. The dedicatory address was delivered by Dr. 
Alex Guerry, president of the University of the 
South, Sewanee, Tennessee. 

The Baroness Erlanger Hospital is jointly 


owned by the City of Chattanooga and the County 
of Hamilton, and is supported by the annual ap- 
propriations of both the City and County. The 
hospital was first started in 1891, through the 
beneficence of Baron Erlanger, one of the leading 
citizens of Chattanooga. Eugene B. Elder is su- 
perintendent of this institution. 
adds sibadinidesiatt 
Gonzales, Texas—The first unit of the Texas 
Warm Springs unit at Gonzales, Texas, for the 
treatment of crippled children was dedicated 
April 14. 
<seiatiilee ata 
Clarksburg, West Virginia—Construction of the 
new wing of St. Mary’s Hospital, Clarksburg, was 
started April 28. It will be four stories in height, 
of brick and stone construction, and in addition 
to a number of private rooms and wards there 
will be provided accommodation for a cancer and 
out-patient clinic. The work will be completed 
late in the summer. 
sea 
Madison, Wisconsin—St. Mary’s Hospital is 
planning to construct a new children’s unit to cost 
$100,000. 


—— 


Honolulu, Hawaii—Contract has been let for the 
construction of the Mabel Smythe Memorial Hos- 
pital, a unit of the Queen’s Hospital, Honolulu. 
Mr. G. W. Olson is superintendent of Queen’s 
Hospital. 





—<f>— 


Emma Lucas Louie 


Emma Lucas Louie, the oldest hospital admin- 
istrator both in years and in active hospital work, 
died in Council Bluffs, lowa, May 4, aged 87 years. 
Mrs. Louie had been in failing health for more 
than a year but was able to take care of her 
administrative duties at the hospital until Janu- 
ary 22. 


Fifty-four years ago Mrs. Louie founded what 
is now the Jennie Edmundson Hospital in Coun- 
cil Bluffs. She developed it from an, institution of 
10 beds to a modern, well-equipped hospital of 
135 beds. In its early history Mrs. Louie found 
funds for its support by personally soliciting her 
own friends and the friends of the institution, 
and it was through her friendship that J. D. Ed- 
mundson, an Iowa philanthropist, gave the funds 
which made possible the expansion of the hospital. 
Beginning with a donation of $20.00 solicited by 
Mrs. Louie, Mr. Edmundson made a series of 
gifts to the institution of approximately $300,- 
000.00. In a notable tribute paid to Mrs. Louie 
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just before his death, he said: “Without Emma 
Lucas Louie there would never have been. an 
Edmundson Hospital.” 


Mrs. Louie was well-known in the hospital field 
and her work as a hospital administrator won her 
many honors. In 1937 she was presented an hon- 
orary fellowship in the American College of Sur- 
geons. In 1938 she was awarded the certificate of 
honor by the American Hospital Association “in 
recognition of her excellent service.” Last year 
she received the Matthew O. Foley Award of the 
Iowa State Hospital Association, awarded each 
year to an outstanding hospital administrator. 


And so passes the oldest and one of the best 
loved of our hospital administrators. Her life was 
devoted to the care of the sick. The institution 
which she has developed, and the good she has 
done within its walls will be a living monument to 
her and the work to which she dedicated her long 
and useful life. 
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etrolagar 


Vacations mean a change of diet, water, exercise. Daily routine is 
altered and bowel Habit Time interrupted. This combination of 
circumstances tends to have a constipating effect. 

Instead of quick acting harsh catharsis, the gentle softening 
action of Petrolagar promotes motility and encourages a regular, 
comfortably passed stool. 

Petrolagar is miscible with liquids. It may be given orally or in 
an enema to assist in the restoration of a regular Habit Time of 
Bowel Movement. 


‘ AY te 
ja = 
* polrolag™ “viinds Paar 
%, Fe “gn Petrolagar...liquid petrolatum 65cc. emulsified 
with 0.4 Gm. agar in a menstruum to make 100 ce. 
Petrolagar Laboratories, Inc. « 8134 McCormick Boulevard e Chicago, Illinois 
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The Advisability of Hospital Generating 
Electricity for Light and Power 


HENRY J. PETERS 


by the individual hospital itself as there is a 

great number of conditions that will enter 
into determining the advisability of the hospital 
generating its own power. 


Te: is a question that can best be answered 


Important factors entering into this question 
are: 


1 The size of the hospital 

2 The amount of exhaust steam used 
throughout the year for heating hot water 
and buildings 

3 Whether the hospital run its own laundry 

4 The cost per kwh of purchased electricity 

5 The cost of coal 


There is no standardized solution since condi- 
tions governing the answer vary too widely. 


Owing to the wide diversity of conditions locally 
encountered it is impossible to lay down any set 
of rules upon which hospital engineers and admin- 
istrators can decide this question of making versus 
buying power, but engineering knowledge backed 
by experience makes it possible to determine con- 
ditions under which power may be generated. 


Where It Pays to Generate Power 


It pays to generate power when all of the ex- 
haust steam from the power units can be utilized 
for heating buildings and heating hot water the 
most of the year. In the small hospital a 100 
kw engine generator set using all its exhaust 
steam may generate a kilowatt hour of power per 
0.5 pound of coal above the quantity that would 
be used for the heating alone with the engine shut 
down. This 0.5 pound compares with the 1.5 
pounds per kwh required by the average central 
station. 


All hospitals must have a boiler plant of suffi- 
cient size to heat the buildings, furnish steam for 
cooking, steam for sterilizing and for running the 


Presented at the Tri-State Hospital Assembly, Chicago. 


116 


The Author 


@ Henry J. Peters is Chief Engineer of the 
University of Indiana Medical Center, In- 
dianapolis, Indiana. 





laundry. The boiler pressure to run the laundry 
should be about 100 pounds per square inch. 


If engines are used to drive the generators, the 
cost of a 150 pound steam pressure plant is not 
much more per horse power than a _ boiler 
plant of 100 pounds per square inch. The engine’s 
exhaust at two pounds exhaust pressure heats 
the buildings and hot water and in most of the 
winter months live steam must be added in day 
time and all of the time at night as the electric 
load is low at night. 


Cost of Power Determined by Fuel Used 


Fuel is the greatest single item entering into 
the cost of power. The average fuel consumed by 
the central station industry in this country is 
about 114 pounds of coal per kilowatt hour. The 
coal to generate a kwh in hospital and industrial 
plants varies from 14 pound to 8 pounds. 


The 14 pound economy is attained when the 
industry can make what is known as by-product 
power. That means that the exhaust steam from 
the power units is utilized for processing which 
replaces direct steam from the boiler for heating 
and other purposes. 


The prime mover can extract only a limited 
percentage of the heat from the steam and the 
balance goes either to processing or in the case 
of the Central Station to the condenser. 


Measuring Heat Production Efficiency 


In the latter type of plant, in spite of the best 
that engineers can do to improve turbine gen- 
erator efficiency, an average of about 60 per cent 
of the heat entering the turbine throttle is ejected 
through the condenser and that helps to keep the 
fish warm in the river. This leaves 40 per cent 
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to be accounted for. It is composed of about 25 
per cent efficiency of the turbine generator and 
the balance of 15 per cent is made up of radiation, 
friction, electrical losses and bled steam for feed 
water heating. 


Taking the overall fuel economy of the average 
central station practice 114 pounds of coal per 
kwh, and considering a good coal of 14,000 Btu 
we get a heat efficiency of 3412 Btu per kwh — 
21000 — 16.25% whereas the by-product indus- 
trial or hospital power plant, which operates on 
14 pound per kwh gives an overall efficiency of 
3412 — 7000 — 48.7%—three times that of the 
central station. 


Comparing the Two Types of Heating Plants 


Let us compare the two plants, the central sta- 
tion running condensing and the other plant using 
all exhaust steam. Assuming each has a boiler 
efficiency of 85 per cent and the high generating 
unit efficiency of 27.1 per cent (accepted average) 
for the central station, and 4.7 per cent for a back 
pressure turbine unit generating by-product 
power. This means that of the heat of the fuel in 
the Central Station plant 27.1% x 85% = 23% 
will be converted to electric energy and 4.7% x 
85% = 4% in the industrial plant which, however, 
delivers in addition 70 per cent for process and 
’ heating. 


The total heat in 1 pound of steam at 150 pound 
gauge pressure is 1196 Btu and the Btu in 
1.3 pounds pressure is 1153.4 Btu. 1196— 
1153.4 = 42.6 Btu taken out of each pound of 
steam in the turbine or engine in generating 
power, the rest of the Btu goes to the exhaust 
for useful heating purposes. 


In the plant where the exhaust is used for 
heating and other uses, and delivering as a by- 
product, electrical energy, on a small fraction of 
the fuel or heat in the steam per kwh, we 
have the most “Super” of Super power plants. 
Since the hospital needs heat and hot water 24 
hours per day for 7 or 8 months per year, and 
hot water in the summer months this is an ideal 
place to generate electricity. 


Take a look at the “Heat Balance” of the two 
plants shown in next column. 


Some years ago the writer replaced the old 
boiler in an industrial plant and during the in- 
stallation of the new boiler the management pur- 
chased the electrical power at a cost of $1,800 to 
$2,000 per month. After completing the boiler 
installation the engine-generator was _ started 
up and the exhaust steam used for processing. 
The coal increase was 5 tons per day at a cost of 
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DISTRIBUTION OF HEAT PER POUND OF FUEL 
(Heat Balance) 


By-product Central 
Industrial or Station 


Distribution Hospital Plant Plant 





To boiler plant chimney losses 15% 
To electric power production *23% 
To electrical, frictional and radiation a 

oO 


To condenser losses 55% 


To processing or heating to replace ; 
boiler steam us *0 





Total heat per pound of fuel 100% 


Per cent of heat per pound of fuel 
to useful purposes *74 *23% 





about $2.00 per ton, which made the total cost of 
using the engines, including all other costs, about 
$600 per month, or a saving of $1,200 to $1,400 
per month. 


The cost per kwh for electricity in our plant at 
the Medical Center for the winter months when 
all of the exhaust steam is used for heating is 
$0.0039 ; the cost per kwh for the year is $0.0068. 
This cost includes coal, labor, supplies, repairs, 
replacements and insurance charges. 


Last year the kw output was 2,296,500 kwh, 
and at a commercial rate cost of $0.01 per kwh 
would have cost $22,965 not including the de- 
mand charge. 


We used 11,500 tons of coal at a cost of $28,225. 
The cost of the above kwh for the year is $15,616. 
There is no doubt that if the demand charge was 
added to the $22,965 the electricity cost would 
equal the coal cost. 


In the March number of the Power Plant En- 
gineer there was an article by Egbert Douglas on 
Hotel Power Plants. The Editor noted, “Appar- 
ently the Stevens Hotel is getting its heat, light, 
and power for at least $200,000 per year less than 
these services cost the Waldorf-Astoria Hotel in 
New York. The Waldorf-Astoria purchased its 
heat, light, and power while the Stevens operated 
its own plant.” This is not a hospital but I think 
it shows that you can make power cheaper than 
you can purchase it when you can use all your 
exhaust steam for heat. 


What Size Hospital Should Generate Its 
Electricity? 


This is a question that must be answered by the 
individual hospital. I would say that a 300-bed 
hospital operating a laundry, a nurses’ home, and 
having use for exhaust steam for heating build- 
ings and heating hot water 8 months out of a 
year would save money by generating electricity. 
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INTENSELY PRACTICAL 


The information between its covers will save 
its cost many times over. Answers thou- 
sands of questions that come up in YOUR 
daily routine.. Every hospital library should 
contain a copy. 


HOSPITAL 
ORGANIZATION 


a "This volume, with its many forms and 
M charts, its standing orders, and its valuable 
ANAGEMENT check lists, is intensely practical," says Dr. 
~ =e G. Harvey Agnew, Secretary, Dept. of 
Hospital Service, Canadian Medical Assn. 


2nd Printing of 
THIS POPULAR BOOK 
by Malcolm T. MacEachern, M.D. 


1,000 pages, 22 drawings and 194 charts. 
The most practical text book ever published 
for hospital workers. Price $7.50 Plus Postage. 


MACEACHERN 





OTHER POPULAR BOOKS 
MEDICAL RECORDS IN THE oe 
by Malcolm 1. MacEachern, M.D.. 
MEDICAL STAFF IN THE HOSPITAL 
by Thomas R. Ponton, M.D 


HOSPITAL PUBLIC RELATIONS 
by Alden B. Mills.........++++eeeeeeeeee i 











PHYSICLANS RECORD CO 


ORDER YOUR 
COPIES TODAY 


WE HAVE A 


PHYSICIANS’ RECORD CO. 


The Largest Publishers of 
Hospital and Medical Records 


161 W. Harrison St., Chicago, IIl. 











THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only 
members carefully selected for the particular po- 
sition are notified of vacancies. 


Write the 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 


Chicago, Illinois 
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WHAT EVERY HOSPITAL 
EXECUTIVE SHOULD KNOW 


coececczee oe eet tee 


HOFFMAN “SHELL-LESS™ 
LAUNDRY WASHER 





p WASHER 


DOES THE WORK OF 
ORDINARY WASHERS 


ms AND LENGTHENS 
LIFE OF LINEN! 


Save Time! Save Washroom Space 
- - with the sensational new Hoff- 
man "Shell-less" Laundry Washer. 
This machine produces poundage 
equal to that obtainable from two 
ordinary washers of the same size! 
At the same time it greatly re- 














duces the loss of tensile strength 
in the linen - - cuts linen replace- 
ment costs. Write today for full 
information about this revolution- 
ary new equipment. 


NOW...MORE TH 


CALL IO 


FOR MORE EFFICI 
LAUNDRY OPERAT 


U. 5. HOFFMAN 


MACHINERY CORPORATION 


111 FOURTH AVENUE NEW YORK, N. Y. 





AN 


COMPLETE 
SERVICE 


LAUNDRY 
FOR THE 


EQUIPMENT 
INSTITUTION 








What Type Plant Should Be Installed? 


In answering this question we must take into 
consideration the size of the plant needed. If the 
kw load is 300 to 400 kw I would suggest 150 
pounds steam pressure and engines. If the load 
is 400 kw and up I would say turbines with 250 
pounds steam pressure with 100° to 150° F. super- 
heat. 


I believe that these facts show that where you 
can use the exhaust steam and the plant is of such 


size to justify the proper installation you cau 
make your steam, operate your engines or tur- 
bines, generate the electricity, heat your building 
and save money. 


This discussion has been given with the hope 
of creating some thought which may be instru- 
mental in causing you to give your plant some 
consideration in regards to determining whether 
or not making your power would save your insti- 
tution money. 





Fire Extinguishers 

Fire extinguishers may be generally classified 
by their manner of operation into two distinct 
types; those which operate by a cooling action 
such as the familiar soda acid extinguisher, and 
those which operate by a smothering action by 
substituting some non-combustible gas for the 
oxygen which the fire must have to continue its 
combustion. The smothering type is represented 
in the carbon dioxide “gun” or tank type, and by 
the glass “bomb” containing carbon tetrachloride. 


Each type has its preferred uses and each has 
its weaknesses if used under unsuitable conditions. 
Hospitals present fire hazards of several different 
types and should therefore supply each of the 
types of extinguishers and each should be placed 


according to the character of the major hazard 
existing in that particular area. 


The soda acid type is in effect simply a port- 
able water throwing apparatus. Its advantages 
are that it is effective when thrown on the fire 
from above; that the stream is easily visible and 
can therefore be directed to the desired spot; and 
that it can be operated from a greater distance 
from the actual fire area. Also the novice is more 
likely to use it properly than he is in case of the 
smothering type of apparatus. 


It is particularly useful for fire in solid objects, 
such as wood, textiles, etc. 


Its disadvantages are that it is not satisfac- 
tory for use on oil fires, or on electrical appara- 
tus. In the case of oil fires, it has a spattering 
action which may actually spread the fire area, 
and the oil will float on the water and burn quite 
as freely as though there were no water present. 
In the case of fires in or near electrical apparatus, 
the water is likely to increase the hazard due to 
a short circuiting action. Whether the fire was 
originally due to a short circuit or not, the heat 
of the fire is likely to destroy insulation to such an 
extent as to make short circuits an added hazard. 


Further disadvantage is that this type must 
be discharged, cleaned, and refilled at intervals 
of not to exceed one year to be assured that it is 
in good operating condition. 
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The smothering type of apparatus is preferable 
where the major hazard is of an electrical or oily 
character. It has no spattering effect, and it has 
no particular short circuiting action. The dis- 
advantages of this type are that the application 
must be directed at the source or the bottom of 
the fire—a technic which the novice may not un- 
derstand. In the spray type the spray is not so 
readily visible as is a stream of water, nor can 
it be operated satisfactorily from as great a dis- 
tance. The bomb type can be thrown from as 
great a distance as the thrower is able, but its 
effectiveness depends upon the accuracy of the 
“throwing arm.” The bomb type should be pro- 
vided in groups of three or more to provide for 
“misses” in throwing and to provide adequate 
volume of the extinguishing substance. 
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Colonel W. A. Chiloress 


Colonel W. A. Childress, secretary of the Board 
of Trustees, treasurer, and general manager of the 
Hermann Hospital Estate, Houston, Texas, who 
for the past twenty years has been interested not 
only in Hermann Hospital, the institution which 
he helped to found, but in hospital operation 
everywhere, died as the result of a hip injury sus- 
tained when he was knocked down by a truck on 
April 19. 


Colonel Childress was born in Mobile, Alabama, 
on August 1, 1857; he moved to Houston in 1877; 
and was closely identified with the business and 
philanthropic activities of that city until his 
death. In 1918 he was elected trustee of the 
Hermann Hospital Estate, a charity trust created 
by the will of George H. Hermann who left the 
bulk of his estate to the City of Houston for the 
creation and operation of a charity hospital. The 
Hermann Hospital was erected in 1924. 


Colonel Childress was a prominent figure at our 
annual conventions for the past fifteen years, and 
he took an active interest in the work of the Trus- 
tees’ Section. In his. passing, Hermann Hospital 
has lost a great friend and benefactor, and the 
hospital field a fine friend and worker. 
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The peak in Surgeon glove strength 
4,800 pounds per square inch. 
2. Pure Gum gloves reach tensile wrengih 

of only 2,900 pounds per square inch. 


Dotted line shows Wiltex as strong at 
25 sterilizations as Pure Gum gloves 
are when new. 


* HARD WATER wastes many dollars in laundry, 
housekeeping and engineering departments. Presby- 
terian Hospital, Chicago, is now saving $300 monthly 
with SOFT WATER. You, too, can make propor- 


10 20 30 t) : tionate savings ... and at no cost to you! 
NUMBER OF STERILIZATIONS 


As a member of the A. H. A., your institution is 
eligible to take advantage of our Self-Liquidating 
Purchase Plan. Monthly installments are based on 
the amount YOU SAVE during a trial period. Pay- 
ments start when Softener has proved satisfactory 
and actual savings have been determined. Write or 
wire today for further details. 


REREAD 


Check the pictorial chart above and see what 
a great saving is made possible by the use 
of Wiltex Curved Finger LATEX Surgeon’s 
Gloves. Compare the tensile strength of Wil- 
tex (4,800 pounds per square inch) with the 
tensile strength of Pure Gum gloves (2,900 
pounds per square inch) and you'll readily un- 
derstand why Wiltex will withstand more than 
50 sterilizations against the costly 10 steriliza- 
tions of the Pure Gum gloves. These labora- 
tory tests have been confirmed by leading hospi- 
tals the world over who find that the longer life 
of Wiltex greatly reduces glove costs. On your 
next order ask your Surgical Supply Dealer 
for Wiltex—the glove of greater economy. 
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% The Presbyterian Hospital installation 
of Refinite Water Softening Equipment. 


NATURAL ZEOLITE 


The background of this advertisement is an unre- 
touched photograph of Refinite Natural Mineral 
Zeolite. Softens the hardest waters—has a durability 


Tie WILSON RUBBER CO. SE EEE 
World's Largest Manufacturers of Rubber Gloves AS me aa 
i CANTON, OHIO 


Sole Canadian Agents 


J. F. HARTZ CO., Ltp. - TORONTO - MONTREAL 
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Distribution of Patients in General Hospitals—1939 


STATE, CITY, AND COUNTY PROPRIETARY VOLUNTARY 
Average Average Average 
Average Days’ Average Days’ Average Days’ 
Admissions Census Stay Admissions Census Stay Admissions Census Stay 
Alabama 21,957 574 9.50 27,549 629 8.33 68,854 1,200 6.80 
Arizona 5,032 826 238.50 858 28 11.85 24,503 624 9.29 
Arkansas 5,634 300 §=619.4 12,213 222 6.63 37,787 1,018 9.84 
California 198,296 15,950 29.00 89,481 1,966 8.02 280,885 7,700 7.89 
Colorado 561 18.31 8,324 173 7.57 63,367 2,053 11.60 
Connecticut 209 15.90 796 17 7.50 142,302 4,293 11.03 
Delaware 68 35.74 238 7 10.70 19,767 512 9.45 
Dist. of Columbia 8,265 29.55 bites teva Bes 67,057 1,857 8.61 
Florida 1,395 10.98 18,777 7.24 42,219 1,167 10.10 
Georgia 1,166 8.34 37,698 7.06 47,881 1,256 9.55 
192 7.50 8,661 8.35 17,778 496 10.10 
Illinois 115,028 8,992 12.70 27,201 8.06 480,662 12,844 9.35 
Indiana 47,666 1,602 12.30 9,432 8.43 137,255 3,871 8.96 
34,828 1,046 10.96 14,676 11.47 111,263 2,876 9.45 
Kansas 15,782 472 10.90 7,105 8.99 22,439 2,389 3.88 
Kentucky 21,827 648 10.80 14,108 7.24 76,188 2,163 10.34 
Louisiana 97,936 8,079 11.50 22,0385 6.64 69,821 1,473 7.69 
2,729 181 17.54 8,158 3.95 42,345 1,415 3.48 
Maryland 25,265 1,681 28.28 4,718 10.40 96,415 3,348 12.67 
Massachusetts 90,318 6,498 26.10 20,363 10.39 758,562 8,870 pists 
Michigan 119,386 8,506 26.08 15,219 8.84 248,952 6,349 9.27 
Minnesota 43,945 2,005 16.60 41,066 8.66 165,459 4,543 9.77 
Mississippi 14,699 343 8.50 22,512 7.60 36,099 699 7.07 
Missouri 2,255 138.74 12,764 10.99 154,988 5,033 11.84 
Montana 221 35.48 6,962 8.14 40,818 1,363 12.19 
Nebraska 708 24.80 13,232 10.98 56,941 1,489 9.51 
2388 17.55 1,076 24 8.15 2,594 90 12.68 
New Hampshire 249 §18.18 2,278 70 11.24 35,209 1,024 10.61 
New Jersey 45,158 2,207 17.80 885 31 = 10.00 265,231 8,129 11.18 
New Mexico 1,453 a Bs 49 4 2,949 47 5.81 16,389 529 =11.78 
New York 320,583 16,281 18.42 67,403 2,261 9.24 813,294 27,446 12.32 
North Carolina 21,061 823 14.21 22,654 433 6.96 147,680 3,776 9.35 
North Dakota 340 16 9.34 2,435 59 8.83 47,894 1,253 9.51 
71,780 3,203 16.25 8,623 189 8.00 359,470 9,892 10.04 
Oklahoma 15,839 672 15.45 49,526 973 TAT 32,248 748 8.46 
8,552 415 25.59 19,297 461 8.73 60,747 1,590 9.51 
Pennsylvania 68,481 4,456 27.61 21,073 614 10.60 590,859 19,199 7.55 
Rhode Island 967 816 30.67 40 23 =.20.98 36,797 1,191 11.82 
South Carolina 25,448 759 10.89 3,317 59 6.48 52,462 1,375 9.53 
South Dakota 1,846 45 8.90 7,060 176 9.06 33,096 882 9.97 
Tennessee 43,264 1,164 9.77 18,858 577 =: 11.05 70,981 1,929 9.93 
70,681 1,893 9.90 98,026 1,755 6.53 174,289 3,673 7.69 
263 9.96 2,120 63 10.81 22,863 694 11.04 
Vermont abe eaters 1,267 Al. 11.82 25,979 755 10.61 
Virginia 826 21.16 37,300 816 = 7.98 85,0938 2,195 5.61 
Washington 729 13.62 15,735 272 6.30 102,918 2,875 10.28 
West Virginia 257 9.10 60,769 1,288 7.71 49,844 1,396 10.19 
Wisconsin 1,559 11.78 13,939 360 9.41 185,057 4,940 9.74 
Wyoming 8.78 3,362 90 9.76 2,519 52 7.59 





TOTALS 19.67 898,638 20,635 8.38 6,319,120 176,034 10.68 
Percentage 33.35 9.94 6.99 69.86 59.36 








TOTAL—Admissions, 9,043,355; Average Census, 295,061; Days’ Treatment, 107,697,265; Average Stay, 11.91. 

Note—“Governmental includes all hospitals owned and controlled by tax spending agencies of States and their sub- 
divisions. 

“General Hospitals” includes children’s orthopedic, maternity, industrial, and eye, ear, nose and throat hospitals. It 
does not include tuberculosis or nervous and mental disease hospitals. 
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Did you say— 
“Sharp points cut needle 
consumption?” 


Yes, I said— 
“Sharp points 
cut needle 
consumption.” 





That’s why I specify VIM—the needle with _ stainless steel. You need steel for sharpness 
the long-lasting sharp point. VIMS cut our’... . cutlery steel for long-lasting sharpness. 
needle consumption 66%; cut our costs over Write VIM on the order. Get needles that 
16%. Because VIM is made from stainless aresharp—stay sharp. They'll save you money 
cutlery steel which means . . . Firth-Brearley | —cut your needle consumption remarkably. 


Made from Firth-Brearley Cutlery Steel 


“The ‘Sterling’ of Stainless Steels” 











Edelweiss is the shortest 
route from tree to table. You 
can be sure that Edelweiss 
Fruits are the choicest of the 
crop . . . sun ripened, hand 
picked, quickly packed to re- 
tain all their firmness, fresh- 
ness and flavor. An added 
value is the full pack—there’s 
no skimping in an Edelweiss 
can. Each is brimming full 
with luscious fruit, giving you 
at least one extra serving. 





SEATON 
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- The finer the service, the more 
you need Edelweiss quality 


CHICAGO BROOKLYN 
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Are You Washing Dollars Out of Your Linens? 


L. A. BRADLEY 


a necessary part of any institution. Many 

institutions are operating their own laundries 
to advantage, not only because of the savings that 
are possible in. well managed plants, but because 
of the added convenience of having their linens 
processed in their own organization. 


Ts: laundry or the use of laundry service is 


Institutional laundries that are well managed 
are giving a good return on the investment of 
machinery. The condition of their linens reflects 
credit on the institutions that operate them. How- 
ever, there are still a large number of institutional 
laundry operators who are of the opinion that 
laundering is just a soap and water operation. 


Applying Scientific Methods in the Hospital 
Laundry 


In recent years much research has been done 
in laundry practice. This research definitely 
proved that in order to get the most out of your 
machinery and linen investment, scientific meth- 
ods must be applied. The old notion that just by 
using soap and water a good laundering job will 
result has been relegated to the scrap heap. 


The large sums of money that are invested in 
linens and laundry equipment, should be incentive 
enough for the institutional administrator to give 
some serious thought to the operation of the laun- 
dry. By the proper application of the sciences 
of chemistry and engineering the laundry will 
take on a new and better light in the minds of 
institutional administrators, and will show them 
savings in cost, and work of such high quality 
that a comparison would be ridiculous. 


Good Quality of Linens Is an Economy 


A factor that is as important as the actual op- 
eration of the laundry, is the quality of the linens 
that are purchased for use in the institution. 
There are times when some linens which are of- 


Presented at the Annual Meeting of the Iowa State Hospital 
Association. 
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The Author 


@ L. A. Bradley is Manager of the Laundry 
Service of the University of Iowa, Iowa City. 





fered for sale will not withstand much launder- 
ing, no matter how carefully this operation is con- 
trolled. In conjunction with the American Insti- 
tute of Laundering many manufacturers of linens 
have set up certain standards as a guide in the 
purchase of linens that are launderable and that 
will stand up well under the use and misuse that 
linens are subjected to in an institution. 


However, there will be occasions when you will 
be offered bargains in linens that are too good 
to turn down. In that case make sure that the 
goods offered come from a reputable manufac- 
turer, and that you have a definite understanding 
as to how they will react during laundering. In 
our opinion, it will pay you well to purchase linens 
that are really shrink-proof, fadeproof, and are 
sufficiently well made to give you a reasonable 
return on the investment. In almost all cases, 
you will find that you are paying for quality mer- 
chandise whether you are buying it or not. 


The Results of Poor Washing 


It may surprise you to know that one poor 
washing can reduce the life expectancy of your 
linens by 50 per cent. This is no exaggeration! 
By the use of excessive quantities of bleach, 
sodium hypochlorite, javelle water or any other 
name you care to give it, your institution may be 
paying out money for linen replacements that 
might well be used to better advantage elsewhere. 
You may have read advertising that extols the 
virtues of “safe sour” or “safe alkali.” These 
two materials are practically harmless in compari- 
son to bleach. 


Care in the Use of Bleach 


If you feel that your linen replacements are 
excessive it may pay you to go into the laundry 
and see how this bleach is used. Two quarts of 


HOSPITALS 





MANY PRICE TAGS 


IF or everything you buy there are purchase of other items, wise economies 
many price tags—beds and beans, may safely be made. 
forceps and faucets, each can be bought With real understanding of your needs, 


suppliers can inform you intelligently of 
their product's alternative qualities. Their 


for varying sums. 


The hospital buyer’s problem is to deter- - experience in dealing with many hos- 
pitals may aid you in making the wisest 
selection. 


mine for each purchase the degree of 
quality that must be obtained to main- 
The membership of the Hospital Indus- 
tries Association includes 98 firms well 


qualified to offer you correct quality at 
the very best and most costly; in the a fair price. 


tain a high standard of hospital care. 


Some equipment and supplies must be 
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HOSPITAL INDUSTRIES 
ASSOCIATION 


MEMBERSHIP 1939-40 


A. S. Aloe & Company St. Louis, Mo. Faichney Instrument Corp. _Watertown, N. Y. Oxygen Equipment & Service Co. Chicago, Ill. 
American Hospital Supply Corp. _ Chicago, Ill. Faultless Caster Corporation Evansville, Indiana Parke, Davis & Company Detroit, Michigan 
American Laundry & Machine Co. Finnell System, Inc. Elkhart, Indiana Physician's Record Company Chicago, Illinois 
; Cincinnati, Ohio J. B. Ford Sales Company Wyandotte, Michigan Puritan Compressed Gas Corp. Kansas City, Mo. 
American Radiator & Standard Sanitary Corp. The General Cellulose Co., Inc.’ Garwood, N. J. Republic Steel Corporation Cleveland, Ohio 
ittsburgh, Pa. General Electric X-Ray Corp. Chicago, {ilinois Rhoades & Company __ Philadelphia, Pa. 
American Rolling Mill Co. Middletown, Ohio General Foods Sales Co., Inc. New York City Will Ross, Inc. Milwaukee, Wisconsin 
American Sterilizer Company Erie, Pa. Frank A. Hall & Son New York City W. B. Saunders Company Philadelphia, Pa. 
Angelica Jacket Company St.Louis, Mo. James G. Hardy & Co. Chicago, Illinois Scanlan-Morris Company Madison, Wisconsin 
James L. Angle Furn, Co. Ludington, Michigan Hill-Rom Company Batesville, Indiana Schering & Glatz, Inc. New York City 
Applegate Chemical Company Chicago, IIlinois Hobart Manufacturing Co. Troy, New York F. O. Schoedinger _ Columbus, Ohio 
Armstrong Cork Company Lancaster, Pa. Holtzer-Cabot Electric Co. Boston, Mass. Schwartz Sectional System Indianapolis, Indiana 
Bard-Parker Company, Inc. Danbury, Conn. Hospital Equipment Company New York City Ad Seidel & Sons Chicago, Illinois 
The Bassick Company Bridgeport, Conn. Hospital Management Chicago, Illinois John Sexton & Company Chicago, Illinois 
Becton, Dickinson & Co. Rutherford, N. J. Hospital Topics and Buyer Chicago, Illinois The Simmons Company Chicago, Illinois 
Bruck’s Nurses Outfitting Co., Inc. N. Y. City Huntington Laboratories, Inc. Huntington, Ind. Snow-White Garment Mfg. Co. Milwaukee, Wis. 
The Burdick Corporation Milton, Wisconsin inland Bed Company Chicago, Illinois Spring Air Mattress Company Holland, Mich. 
he Burrows Company Chicago, Illinois Jameson, Inc, Chicago, Illinois E. R. Squibb & Sons Co. New York City 
Carolina Absorbent Cotton Co. Charlotte, N. C. Jarvis & Jarvis, Inc. Palmer, Mass. Standard Apparel Company Cleveland, Ohio 
Castle Company, Wilmot Rochester, New York Johnson & Johnson New Brunswick, N. J. Standard Electric Company _ Springfield, Mass. 
Clark Linen Company Chicago, Illinois H. L. Judd Co., Inc. _ New York City Stanley Supply Company New York City 
Clay-Adams Co., Inc. New York gs Kelley-Koett Company Covington, Kentuck Thorner Bros. New York City 
Coigate-Palmolive-Peet Co. Jersey City, N. J. The Kent Company, Inc. Rome, New Yor Troy Laundry & Machine Co. New York City 
Warren E. Collins, Inc. Boston, Mass. Kenwood Mills _ Albany, New York Union Carbide Company New York City 
Colson Corporation Elyria, Ohio Lewis Manufacturing Company Walpole, Mass. Shaited States Gitta Cercha Paint Co 
Crane Company Chicago, Illinois Samuel Lewis Company, Inc. _New York Cit Criaiteamn. Glide tele’ 
Cutter Laboratories Berkeley, California Marvin-Neitzel Corporation Troy, New Yor’ U. S. Hoffman Machinery Corp haw York City 
F. A. Davis Company Philadelphia, Pa. Massillon Rubber Company Massillon, Ohio Vestal Chemical Laboratories, Inc. St. Louis, Mo. 
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one per cent bleach solution for each 100 pounds 
of clothes being washed at a temperature no 
higher than 165 degrees F. will take care of most 
oxidizable stains as well as give the linens the 
necessary whiteness. If your laundry operator 
does not follow this practice your laundry is not 
doing you any good. Should your laundry oper- 
ator follow the practice of heating the water in 
the washwheel with live steam, make him turn 
the steam valve off before he adds the bleach. 
The available chlorine present in the bleach is 
most destructive to your linens at high tempera- 
tures. The safe plan is to furnish an ample sup- 
ply of hot water and remove the steam valves 
from the washwheels. 


Another practice that is responsible for pre- 
mature linen failure is the use of certain acids 
(like oxalic acid) for the neutralizing operation. 
I am sorry to say there are many institutional 
laundries which do not neutralize the alkali that 
is present in the clothes as well as the water sup- 
ply. In order to get that fine white appearance 
of your linens a good washing is not enough. The 
linens may be clean but the fact that the water 
supply has quite a bit of alkali in it and that 
alkalies are used in the actual washing operation 
makes it necessary that a mild acid be used to 
reduce this alkali concentration in the linens to 
a point where the action of heat on the finishing 


equipment will not cause them to turn yellow. 
There are many proprietary sours or basic sours 
that will give this desired neutralization at low 
cost without any injurious effects on the linens. 
Where this neutralization is not carried out the 
alkalinity present in the linens may also cause 
discomfort to bed-ridden patients. Neutraliza- 
tion or souring as we commonly refer to it, is 
sound practice well worth the slight additional 
cost. 


Uniform Time Cycle in Washing 


In a properly controlled washing formula the 
time cycle for each operation snould be as uni- 
form as the duties of the laundryman will permit. 
The practice of letting washers run for longer pe- 
riods than is absolutely necessary will shorten the 
life of linens. Tests have shown us that in a prop- 
erly controlled washing formula 75 per cent of 
the wear on the linens during washing is due to 
the mechanical action of the washer alone. The 
maximum tensile strength losses permitted in a 
twenty wash test is 10 per cent. 


Until the introduction of the multiple suds prin- 
ciple of washing by the Research Department of 
the American Institute of Laundering, washing 
time was entirely dependent on the whims of the 
individual laundry operator. The condition of 
the industry in regard to washing time and prac- 
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tice was chaotic. A total washing time of from 
two to three hours duration was not uncommon. 
The use of supplies such as bleach and caustic 
soda in large quantities resulted in placing the 
industry in disrepute with many prospective 
users of laundry service. The reputation of the 
industry was set at such a point that it will take 
years to overcome the prejudice that resulted 
from this extreme lack of technical knowledge 
on the part of some men who were entrusted with 
the care of fine linens. 


The Multiple Suds Principle 


The multiple suds principle of washing was de- 
veloped at the Mellon Institute at Pittsburgh. 
Here research disclosed the fact that almost all 
of the soluble dirt was placed in suspension in 
less than five minutes’ time. It was found that a 
series of short suds and rinses followed by a blue 
and sour bath was the ideal for an efficient wash- 
ing formula. The dirt is placed in suspension by 
an efficiently compounded soap and alkali and the 
water is drained off and continually replaced with 
the addition of more soap and alkali in the suds- 
ing operations until the concentration of sus- 
pended dirt becomes insignificant due to dilution. 
After the required number of suds is run this 
process is carried on further in the rinsing oper- 


ations where the soap and alkali is diluted until 
titrations show that approximately the same al- 
kalinity is present in the load of clothes as is 
present in the water supply. It was found that 
rinsing further after this point is reached is a 
waste of time and water and that some artificial 
means, in the form of a mild acid or sour, must 
be used in order to properly condition the clothes 
for the finishing operations. 


Getting the Most Out of the Hospital Laundry 


It is a fairly simple matter to turn out a poor 
laundry job. Anyone can do that. You are in- 
terested in getting the most out of your laundry. 
This also is not a difficult thing to do. Reason- 
able intelligence on the part of the laundry oper- 
ator and actual supervision and interest on the 
part of the administrator will often help over- 
come handicaps that are present in many institu- 
tional laundries. 


The Handicaps of the Use of Hard Water 


The greatest of these handicaps is the use of 
hard water. The use of hard water during the 
washing process is costly in any laundry. It 
takes 114 pounds of soap for each grain hard- 
ness present in 1,000 gallons of water to produce 
a suds. If the water you are using has a hard- 
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ness of 10 grains your cost for soap alone is about 
five times higher than it should be. Not only are 
your costs higher but you will find it impossible 
to do a good job of laundering where hard water 
is used. 


The Handicap of Old Worn-Out Equipment 


Another handicap is old worn-out equipment. 
It may be that the installation of new equipment 
will enable you to cut down laundry payroll costs 
by speeding up the work. It is certain that 
mechanical tears on linens can be almost entirely 
eliminated when new washers are _ installed. 
Proper loading of washers and extractors and the 
use of mesh bags or nets for uniforms and wear- 
ing apparel will often reduce tearing to a min- 
imum and cut down losses on small pieces. While 
it is true that these things cost money, the sav- 
ings and satisfaction that will result are well 
worth the first cost. If conditions do not permit 
the purchasing of new equipment, classification of 
linens by degree of soil and controlled washing 
formulas will enable you to get the most out of 
what you have. 


Occasionally the point of sanitation of laundry 
washed linens is given an airing. I will quote 
from Service Bulletin No. 53 published by the 
American Institute of Laundering in 1938. This 
report is a summary of the observations made 
after a two year study of laundry sanitation 
under the supervision of Dr. Lloyd Arnold, Uni- 
versity of Illinois bacteriologist. 


The Summary of a Two-Year Study in Laundry 
Sanitation 


“Work by investigators had clearly shown that 
bacterial life is effectively destroyed by a modern 
commercial laundry washing formula in the case 
of textiles washed at temperatures of 140 degrees 
F. or more and tests have conclusively shown. that 
the hot presses and flatwork ironers bring about 
a complete reduction of the organisms remaining 
on the cloth at the conclusion of the washing 
process with the exception of extremely resistant 
forms of sporeforming bacteria, which have no 
significance from the health standpoint. 


‘Research studies of low temperature washing 
formulas by the Department of Research next 
established the value of correct souring in the 
destruction of the few bacteria remaining after 
the last rinse. For example, it was learned that 
average counts of 4,284 bacteria per cc. prior to 
souring were reduced to 290 per cc. by souring 
to pH 5.0. 


“By far the majority of cotton and linen work 
coming to a laundry is handled at temperatures 
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of 140 degrees F. or above. Such classifications 
as towels, bedding, table linens, shirts, handker- 
chiefs, white undergarments, food handlers’ gar- 
ments, nurses’ uniforms, physicians’ and dentists’ 
coats and gowns, as well as commercial and hotel 


flatwork, are all washed at high temperatures, in, 


practically all cases above the thermal death point 
of pathogens. 


“The effect of a white washing formula upon 
bacterial counts based on an average of 120 tests 
conducted during a period of a year in one plant 
are as follows: 


At the start of the washing formula aver- 
age bacterial count was over 200,000 per ce. 
At the end of a multiple suds formula the 
linens were sterile. 


“In the laundering of almost all colored pieces, 
woolens, rayons and silks, the use of elevated tem- 
peratures and the addition of sodium hypochlorite 
to the loads cannot be followed without attack- 
ing many colors or causing damage to the gar- 
ments. In the case of colored shirts and fast 
colored prints and woven materials having prom- 
inent white areas, temperatures corresponding to 
those used for pasteurization are utilized, which 
in combination with soap and many changes of 
water effectively destroy or remove pathogens. 


“Many colored pieces, silks and woolens, how- 
ever, of necessity, must be handled at tempera- 
tures in the vicinity of 90 degrees to 110 degrees 
F. which are too low to be of significance as a 
bactericidal procedure. In such formulas, dilution 
by the use of numerous suds and rinses, plus the 
effect of soap, is the principal mechanism for re- 
moving bacteria from clothes. In addition, the 
souring operation is of great value in destroying 
residual bacteria carried over from the last rinse. 


“The action of a properly conducted low tem- 
perature washing formula upon bacteria is given. 
As in the case of the high temperature wash a 
flush rinse was run ahead of the regular sudsing 
operations in order to obtain the initial bacterial 
count. The average bacterial count in the flush 
rinse was over three million six hundred thousand 
per cc. and at the end of the souring operation 
the average bacterial count per cc. was 158. 


“The important fact to note is the action of 
sours upon bacteria. Souring in colored classifi- 
cations is of importance not only for neutralizing 
absorbed alkalinity in the washed loads them- 
selves, but also for neutralizing the alkalinity of 
the water supply, something that varies definitely 
with the locality. -In addition these studies re- 
veal the fact that souring, in the normal range 
used in the industry (pH 4.5 to 5.0), serves an 
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added purpose, in that it destroys many residual 
bacteria that may be carried over from the last 
rinse of a colored formula. 


“The two-year study just completed leads to 
the conclusion that commercial laundries are so 
effective in destroying and removing bacterial ac- 
cumulations as to be extremely important public 
health agencies. The scientifically-operated com- 
mercial laundry of today is very definitely a valu- 
able guardian of the public health.” 


From the study of these data we can see there 
is no danger in the handling of contaminated 


linen if ordinary precaution is exercised. 


This discussion deals almost entirely with the 
washing of linens. Although the finishing or iron- 
ing of linens offers greater possibilities for im- 
mediate savings, the washroom is the keystone 
of the laundry. It is the washroom that deter- 
mines the life and appearance of your linens. By 
the purchase of quality linens for your institution, 
and by making sure that your laundry is operat- 
ing properly, you will be doing your part in help- 
ing the laundry industry do a better job for you. 


Savings in the Hospital Laundry 


To many institutional administrators, the laun- 
dry is just one small unit; its real value to the 
organization is all too often not recognized. The 
laundry offers definite possibilities for savings, 
and for adding to the comfort of those who come 
in contact with the institution. In this respect, 
the administrator has a definite responsibility to 
the laundry operator. A good administrator is 
interested in every department under his juris- 
diction; the laundry should not be an exception. 


Make it a point to know what is going on in 
your laundry and you will be well repaid. If 
your laundry operator lacks technical knowledge, 
enlist the aid of one of the supply manufacturers 
in whom you have confidence. Have them help 
you get the house in order. The competitive con- 
ditions that exist today will not permit any manu- 
facturer to take advantage of you. The Ameri- 
can Institute of Laundering makes available to 
all its members a valuable service whereby they 
will keep you supplied with information of the 
latest developments in the laundry science. They 
have laboratory facilities for the testing of linens 
that you might want to purchase, give you an 
unbiased opinion of their quality and how they 
will stand up under use. They will supply you 
with test pieces to run in your laundry so that 
you may know whether you are getting maximum 
life from your linens. If you have any problems, 
they can help you solve them. 
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The Hospital Book Shelf 


THE FUNDAMENTALS OF PERSONAL HYGIENE. 
Walter W. Kreuger, Ph.B. W. B. Saunders 
Company. Third Edition, Revised. 1940. Price, 
$1.75. 

Written originally for use in schools, the sub- 
ject is so well presented that it should be quite 
as useful to the lay adult who is -interested in 
the preservation of his own health. 


The present edition is thoroughly revised in 
the light of the latest advances in hygiene, and 
gives to the reader a sound basis for evaluation 
of the many fads, fancies, and follies so freely 
publicized in. the lay press. 


a 


CONVALESCENT CARE. Proceedings of the Con- 
ference held under the auspices of the Com- 
mittee on Public Health Relations of the New 
York Academy of Medicine. New York Acad- 
emy of Medicine. 1940. 

Convalescent care is rapidly coming to the fore 
as the logical means of completing the cure begun 
in the acute general hospital, and as the best in- 
surance against recurrence or chonicity of the 
acute disease. 


Proper convalescent care costs much less than 
acute care and requires vastly different, though 
less expensive, facilities and environment. It is 
during this stage that the patient must be reha- 
bilitated, and it is common to find that the socio- 
economic overshadow the medical problems and 
that psychic readjustment is indispensable to 
physical repair. 


This proceedings represents the thought of the 
best students of all the elements involved, not only 
by type of disease, but by financial, social, and 
economic problems involved. It should go far 
toward clarifying our thinking on the question 
and point a definite path to the solution of the 
many problems involved. 


——@———. 


THE UNSEEN PLAGUE—CHRONIC DISEASE. Ernest 
P. Boas, M.D. J. J. Augustin, Inc., New York 
City. 1940. Price $2.00. 

The rapid reduction in the mortality rates from 
diseases of infancy and of the infectious types 
affecting early maternity, have materially raised 


130 


the life expectancy and thus the problems of dis- 
eases of degeneracy are daily assuming greater 
importance, both from a medical and from a 
sociological standpoint. 


Dr. Boas has been so closely associated with 
this problem for so many years that the benefit 
of his study and experience, all presented in a sin- 
gle volume, is a very significant contribution to- 
ward the solution of one of our major but neg- 
lected problems. 


The author covers not only the medical and 
social aspects of chronic disease, but goes deeply 
into the community and hospital programs which 
will be necessary for its adequate care. 


a 


PNEUMONIA AND ITS NURSING CARE. Herbert K. 
Ensworth, B.S., M.D., and Lela Greenwood, 
R.N. J. B. Lippincott Company. 1940. Price 
$1.50. 

The last five years have seen so much progress 
in the conquest of the “Captain of the Men of 
Death,” that this little book telling practically the 
whole story in one book is very apropos. The 
chapters on serum therapy, on oxygen therapy, 
and on the use of new drugs of the amide and 
pyridine groups are of particular value since the 
use of these agents has been so beneficial that all 
should be familiar not only with their value but 
with the technics of their use. Likewise, they 
have developed so rapidly that any text more than 
five years old is grossly out of date. 


Inclusion of the words “And Its Nursing Care” 
in the title is not apropos since the book should 
be of even greater value to the practicing physi- 
cian than to the nurse. 

ecmnbcbiieata 
QUANTITY FOOD SERVICE RECIPES. Adeline Woods, 

B.S. J. B. Lippincott Company. 1940. $4.00. 

Cloth binding. Foreword by Lenna F. Cooper. 

This collection of quantity recipes was under- 
taken by the Administrative Section of the Ameri- 
can Dietetic Association in 1937 with the definite 
objective of providing for “quality in quantity 
cooking.” 


The recipes are all based on ten, or a multiple 
of ten servings, and are thus readily adaptable to 
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CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania and 
Rome, Pennsylvania 





POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 
Charlotte M. Powell, R.N., Owner-Director 


Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a su- 
perior type of personnel. 


AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. 


WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


NURSE-SUPERINTENDENT—(a) To take charge small 
community hospital now in debt; excellent plant; endow- 
ment assured if right person appointed; challenging op- 
portunity. (b) Superintendent to succeed nurse superin- 
tendent who has competently filled appointment for 14 
years; present capacity about 85 beds; building program 
under consideration; interesting town of 12,000. No. 750. 


NURSE EXECUTIVES—(a) Superintendent of nurses; will 
be responsible for nursing service and school of nursing; 
250-bed hospital situated in residential section of eastern 
city; one class each year; adequate graduate staff to 
supplement student’s clinical service; attractive and com- 
fortable living accommodations. (b) Director of nursing; 
well-qualified woman to take charge of nursing service; 
400-bed hospital; $3,000, maintenance. No. 751 


INSTRUCTORS—(a) Nursing arts; 56 students; $125, main- 
tenance; Pennsylvania. (b) Science; one of California’s 
leading hospitals; fall appointment; $125, maintenance. 
(c) Science; large hospital; Western. Canada. (d) In- 
structor and head nurse in contagious disease depart- 
ment; university hospital; midwest. No. 752. 


X-RAY AND LABORATORY TECHNICIAN—Able to speak 
Spanish and to train employees; industrial hospital; 
South America. No. 753 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 
NURSES, TECHNICIANS, DIETITIANS, PHYSICIANS, 


a ane us help you secure a posi- 
ion! 





POSITIONS OPEN 





INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


DIRECTRESS OF NURSES: College graduate; experience. 
200-bed hospital with large school; mid-western uni- 
versity center. Salary $200. 

PRINCIPAL, SCHOOL OF NURSING: College degree; at 
least three years’ experience. 225-bed Pennsylvania hos- 
pital, approved, well staffed. 

ASSISTANT DIRECTRESS OF NURSES: Degree; teaching 
experience. 275-bed Ohio hospital. (b) 200-bed hos- 
pital, New York City. Open July. 

SCIENCE INSTRUCTOR: Several years’ experience. 150- 
bed general hospital, Florida. Salary $125. (b) 175-bed 
Ohio hospital. Salary $135. (c) 125-bed Mlinois hospital. 
Salary $125. 

NURSING ARTS INSTRUCTOR: College education. 185-bed 
Ohio hospital. Salary $125. (b) 150-bed Pennsylvania 
hospital. 

GENERAL SUPERVISOR: Experience; course in Ward 
Management. 125-bed hospital, university center, west- 
ern New York. (b) 140-bed eastern hospital. 





AZNOE’S CENTRAL REGISTRY FOR NURSES 
Ann Ridley, Managing Director 
30 North Michigan Avenue 
Chicago, Illinois 


ADMINISTRATOR for successful modern 75-bed eastern hos- 
pital; attractively located college town; salary open. 
DIRECTRESS OF NURSES: (a) Progressive eastern hos- 
pital; excellent university affiliation, interesting location. 
(b) Large southeastern hospital, highly rated; $200 
monthly, full maintenance. (c) 250-bed New England 
hospital; teaching background preferred. (d) New York 
hospital; all graduate staff; similar experience preferable; 
attractive environment. (e) 150-bed southern hospital 
undergoing expansion; large city; salary open. (f) 100- 
bed Texas hospital; prefer one with degree nursing edu- 

cation; interesting location and salary. 

DEGREED INSTRUCTRESSES: (a) Science; excellent Chi- 
cago hospital; $100, maintenance. (b) Theory; 150-bed 
hospital; beautiful Florida city; $125, maintenance. 
(c) Nursing Arts; growing southern hospital; university 
town. (d) General; 150-bed southern hospital; pleasant 
city location; salary dependent ability. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


PATHOLOGIST—Certified by American Board; three years’ 
graduate training in his specialty; four years’ excellent 
experience as hospital pathologist. No. 754. 

ADMINISTRA TOR—Well-trained layman; bachelor’s degree 
from state university; six years, business manager and 
three years superintendent of large general hospital; ex- 
cellent personal and intellectual qualifications; active in 
civic affairs of community and, too, in local and national 
hospital organizations. No. 755. 

DIRECTOR OF NURSES—B:S. in nursing education, eastern 
university; three years, science instructor; five years, 
assistant director of nurses, 200-bed hospital. No. 756. 

RADIOLOGIST—Diplomat American Board of Radiology; 
academic and medical degrees, state university; three- 
year fellowship and year’s experience as instructor 
radiology, university graduate school; two years’ asso- 
ciation in private practice. No. 757. 

SOCIAL WORKER—Graduate of Simmons; six years, case 
worker on staff large city hospital; five years, chief ad- 
mitting officer, 300-bed hospital. No. 758. 
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The Hospital Book Shelf 


(Continued from page 130) 


the use of institutions of all sizes. While the 
recipes have been contributed from all types of 
institutions and the food departments of hotels, 
industrial organizations, etc., each has been tested 
and retested until its adaptability to institutional 
practice is assured. 


The more than one thousand recipes are col- 
lected in groups according to their place in the 
menu, and the groups arranged in alphabetical 
order from “appetizers” to “vegetables.” 


Each recipe gives amount of ingredients, pro- 
cedure, and number of servings to be expected, 
and the name of the contributor. 


a 


FRACTURES, DISLOCATIONS AND EPIEPHYSEAL SEP- 
ARATIONS. Harry C. W. 8. LeBrun. Yearbook 
Publishers, Chicago. 1939. $3.00. 

Written primarily for surgeons and general 
practitioners, the clarity of its descriptions and 
the careful selection of illustrations render this 
little volume of value to the surgical or orthopedic 
nurse as well. 


APPLIED MICROBIOLOGY AND IMMUNOLOGY FOR 
NursEs. Charles F. Bolduan, M.D., and Nils W. 
Bolduan, M.D. W. B. Saunders Company. Eighth 
Edition. 1939. $2.25. 


—_—<>—_———_ 
MIGRATION AND SOCIAL WELFARE. Philip E. 
Ryan. Russell Sage Foundation. 1940. 


——— 


CIVIL SERVICE IN PUBLIC WELFARE. Alice Camp- 
bell Klein. Russell Sage Foundation. 1940. 
$2.25. 


enn 


STATE BOARD QUESTIONS AND ANSWERS. Edited 
by a Panel of Eleven Nursing Educators. J. B. 
Lippincott Company. 1940 Revision. $3.50. 


—_—<>_——__ 
WoMEN PHYSICIANS AND SURGEONS. Esther Pohl 


Lovejoy, M.D. American Medical Women’s 
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A New Type Vacuum Cleaner 


It has long been a question how much dust es- 
caped with the air through the bag of the bag- 
type vacuum cleaner. 


And now comes an answer to at least a part of 
the question. The dust, instead of being collected 
in a bag, is passed through and taken up by a 
water chamber. Used without attachments, but 
with clean air, it becomes a humidifier or, if a 
small amount of aromatic oil is mixed with the 
water, a deodorizer. It is an equipment which, 
by use of conventional attachments on the suction 
side, acts as a vacuum cleaner. A full line of 
attachments permits its use not only for floor 
vacuum cleaning, but for such additional proce- 
dures as cleaning upholstery, ceilings, moldings, 
stair corners and venetian blind slats. 


By use of attachments on the blower side, the 
machine operates as an air compressor for such 
purposes as blower cleaning or spraying white- 
wash or paint, disinfectants, mothproofing mix- 
tures, etc. 


The machine is made by Rexair, Inc., Detroit, 
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Michigan. It is no heavier than the usual vacuum 
cleaner and thus is easily portable. The cast is 
about the same as that of the better makes of 
vacuum cleaners. 
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Our free, non-obligating 
Laundry Advisory Serv- 
ice will definitely verify, 
or disprove, the adapta- 
bility of the AMERICAN 
4-MACHINE LAUNDRY 
in your particular case. 
Why not have an Ameri- 
can Laundry Adviser call 
and determine if the 
AMERICAN 4-MACHINE 
LAUNDRY can benefit 
you? You may be pleas- 
antly surprised. Write. 








* may be the long-looked-for 


solution ¢ yc soiled linen problem 


The AMERICAN +-MACHINE LAUNDRY 1s so simple and easy to oper- 
ate that in many small hospitals one girl does all the laundering. No 
more experience, and far less effort, 1s required to operate the 
AMERICAN 4-MACHINE LAUNDRY than equipment designed for 
household use. 


While 25 to 30 sheets, or their equivalent, are washed sterile-clean 
in the washer, the same amount of previously washed work is having 
excess water removed in the efficient Monel metal extractor. Simul- 
taneously, the same amount of work is being fluffed completely dry 
(or predried for fast ironing) in the AincrAFT Tumbler. 


These three machines require so little of the operator’s attention that 
she devotes most of her time to the ironer, where linens are beauti- 
fully finished, ready to return to service. All of this is done in a 
space no larger than the average private patient’s room. 


Result is that an ample supply of clean linens is always available for 
every emergency. Yet a lower linen inventory can be maintained . . - 
Is it any wonder so many small hospitals find the compact, inexpen- 
sive AMERICAN 4-MACHINE LAuNpry the long-looked-for solution 
to their soiled linen problem? 





PRINCIPAL 
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becording lo medical history, the first accurate report 


of a case of pernicious anemia was made in 1822. For more than a century there- 


after the disease continued to be almost universally fatal. Arsenic and transfusions 


were used, but did little more than postpone the issue. Then in 1925 came the 


studies of Whipple and Robscheit-Robbins, followed by the work of Minot and 


Murphy, which soon led to the liver extracts so widely prescribed today. 


Eli Lilly and Company is proud to have had 
a part in this development. It was the Lilly 
man who first placed liver extract in any 
form at the disposal of the medical profes- 
sion. Lilly research workers have continued 
their studies without interruption until today 


there are available such outstanding prod- 


ucts as ‘Lextron’ (Liver-Stomach Concen- 
trate with Ferric Iron and Vitamin B Com- 
plex, Lilly), ‘Reticulogen’ (Parenteral Liver 
Extract with Vitamin B,, Lilly), and many 
others of proved value. These preparations 
are available to physicians wherever the 


anemias are treated. 


ELI LILLY AND COMPANY 


OFFICES AND 


LABORATORIES, 


INDIANAPOLIS, INDIANA, U. 


Ss. 
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After seven years of research, American Steri- 





lizer Company is happy to announce a new and 
extremely important improvement in construction 





of rectangular pressure sterilizers. 





Older construction has required staybolts 





located at 6- or 8-inch centers to reinforce flat 





bodied surfaces as illustrated below. Every stay- 





bolt pierces both walls of the steam jacketed 





chamber—and is a potential source of leakage, 





necessitating expensive and difficult servicing. 
The new method (plug welding), covered by 
our patent pending (Serial No. 324281), eliminates 














piercing of inner wall—leaves that wall perfectly 
smooth. Plug welding is stronger than staybolting 
—has full approval of American Society of Me- 











chanical Engineers—is authorized under Case 883. 








The feature is particularly valuable for clad ma- 






> Central Supply Room Sterilizer using new construction. St. Luke’s ; “ aire 
Hospital, Cleveland. Dr. Fred G. Carter, Director. terials in which inner walls are rendered 





free from corrosion by inner-surfacing 
steel plates with Stainless Steel, Monel 
or Nickel bonded to the steel. 









Jel sterilizers ate UuCW A os 





alle un a large vacely of sizes. 








> Identical machines (above) showing staybolted construction. > In our research laboratory— One of several panels undergoing test 
(Below) Plug welded reinforcement—perfectly smooth, unbroken to destruction by insurance inspector as required for approval by 
interior surfaces. A.S.M.E. code. The new method (plug welding) withstood pressure 


up to 260 pounds per square inch, 30% greater than staybolting. 





AMERICAN STERILIZER COMPANY 
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Sales Offices in New York, Chicago, Boston, St. Louis, Los Angeles, San Francisco, Atlanta, Dallas, Richmond @ Agencies in Principal 


Cities in the United States: @ Represented in Canada by Messrs. Ingram .& Bell, Ltd., Toronto, Montreal, Winnipeg, Calgary 


RE neers rere ne IN IRI TIRE 











SAFE 


FTER it is said that G-E Barium Opaques 
meet the requirements of the U.S.P. XI 
—tests for toxic substances, chemical impur- 
ities, and suspension properties—there is yet 
more to be told. 


Because G-E Barium Sulfate is prepared by 
an exacting manufacturing process, its result- 
ing purity makes it safe to prescribe; more- 
over, its uniform and adequately sustained 
suspension in various liquid media assures 
good visualization of the digestive tract. 


Specifically, G-E Barium Sulfate is ob- 
tained by precipitation of the finest-ground 
barytes from aqueous solutions, then washed, 
vacuum dried, and blown through finest silk. 
A simple test is this: rub G-E Barium Sulfate 
between your fingers, and examine it under 
the microscope—you’ll find it to be an ex- 
ceedingly fine, smooth, impalpable powder, 
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TO PRESCRIBE 


free from sharp-pointed, irregular particles 
which may cause irritation. 


In G-E Bari-O-Meal and Neo Bari-O-Meal, 
too, this same barium sulfate is used with 
eminently successful results. 


There you have the all-important reasons 
why more and more roentgenologists con- 
tinue to specify G-E Barium Opaques—every 
lot of which is tested by independent analyti- 
cal chemists to insure a consistently high 
quality. 


For further information—write Dept. F56. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL., U. S. A. 
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makes a bid for your patronage. 
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INDEX OF ADVERTISERS 


[Continued from Page 7] 


Scanlan-Morris Company ......... Second Cover 
Orthopedic surgery and the treatment of 
fractures modernized by ingenious new 
accessories. 


Sexton & Company, John.................. 123 
“The finer the service, the more you need 
Edelweiss quality” is an excellent slogan. 


ee I Os 5 vino ys dca ee Sea wes 12 
Why ether continues to hold high place as 
an anesthetic product is told here. 


U. S. Hoffman Machinery Corporation...... 119 
Strong claims about this company’s product 
invite your interest. 


United States Rubber Company........ 126, 127 
Pillow and mattress comfort offered in an 
entirely new way. 


Vestal Chemical Laboratories, Inc.......... 8 
The care of the surgeon’s hands is the con- 
cern of this firm. 


Williams & Company, C. D................. 10 
A long-standing high reputation for quality 
products makes it advisable to be familiar 
with their service. 


Wilson Rubber Company.................. 121 
Specializing in one type of product makes 
this firm expert in filling your needs. 
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YOU 
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to full ounce. Eliminates waste. 
ceptacle. Safe - sanitary. 


Spout is removable for easy filling. 
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Why Modern Hospitals Prefer SEPTISOL DISPENSERS 


1. Control Valve - Permits regulating flow of soap from few drops 
2. No dripping. No hardening. Unused soap flows back into re- 
3. Spout swings from left to right. Puts soap where you want it. 


4. Air Intake Valve. Foot operated -pneumatic pressure does the work. 
Septisol Dispensers are furnished in three models -- 


Double Portable; Single Portable and Wall Type. 


VESTAL CHEMICAL LABORATORIES, 






Even granddaughter notices his rough, 

red hands -the result of using harsh, irritat- 

ing scrub-up soaps. But granddaughter can’t 

see underneath ~ that his delicate sense of surgical 

touch is being dulled by unsafe soaps. Won’t some- 
body please tell him to insist on SEPTISOL! 


Septisol Surgical Soap 


is scientifically prepared from pure Olive Oil, Cochin 
Cocoanut Oil, and other fine vegetable oils. Made es- 
pecially for scrub-up rooms. Gives a thick, creamy lath- 
er. Helps eliminate danger of 

infection and roughness 
that comes from use of 
harsh, irritating soaps. 
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FOR GENERAL PATIENT USE 
Palmolive is the world’s largest selling 
toilet soap. Patients like it because it is 
made with Olive and Palm Oils... 


and because its lather cleanses so thor- 





oughly. Yet Palmolive costs no more 
than many less favored soaps. 





FOR WOMEN PATIENTS 
Women like Cashmere Bouquet’s rich, 
creamy lather and delicate lingering per- 
fume. It leaves them feeling refreshed 
and dainty long after bathing. An extra 
advantage —Cashmere Bouquet is hard- 
milled . . . gives more washes per cake. 








A GRAND FLOATING SOAP 
Pure, white and unsurpassed in quality, 
Colgate’s Floating Soap is gentle to the 
skin, gives abundant lather in either hot 
or cold water. Colgate’s Floating is a 
top-quality, economical soap. 





COLGATE-PALMOLIVE- 
PEET COMPANY 


INDUSTRIAL DEPT. ¢ JERSEY CITY, N. J. 
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HALL FLOATING SPRING 
Radically Different Gatch Bottom 


No other spring can match this Hall innovation 
for flexibility and sanitation. 


Using the hour-glass coil upholstering type of 
spring construction, unrestricted by crosswise 
or lengthwise underneath supports. . 
a new standard of Gatch Bottom comfort. Any 
Gatch position easily obtained and held safely. 


. it sets 


Sanitary construction includes the absence of 


hidden ledges—or corners—or interwoven bands 


—or other dust accumulators. Wholly rustproof, 


This process rust- 
proofs the metal to 
eliminate corrosion; 


BEDS also to provide for 
ARE a firmer adhesion 
BONDERIZED of the enamel finish. 


as the springs are cadmium plated and all other 
parts are Bonderized. 


A strong, efficient, sagless, comfortable spring 
for new beds or replacements. 


FRANK A. HALL & SONS, New York, N. Y. 


Offices: 118-122 BAXTER ST. 


Member of Hospital Industries’ Association Salesrooms: 25 WEST 45TH ST. 








WILLIAMS’ 
Uniforms 
and 

Capes 


@ TRAINING SCHOOL 
OUTFITS 








G78 


@INTERN SUITS, OPERAT- 
ING SUITS AND GOWNS 


@SEND TODAY FOR 
DESCRIPTIVE FOLDERS 


Member 
Hospital Industries Assn. 











Cc. D. WILLIAMS & COMPANY H64 
246 South Eleventh Street, Philadelphia, Pa. 
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FOR 


Your Professional Library 


You need a ready and reliable source of infor- 
mation about nursing. 


Since 1900 hospital administrators have been 
subscribers to the American Journal of 
Nursing. 


Current issues reflect the thinking of the 
three national nursing organizations on 


“Nursing in a Democracy’ 


(The theme of the Biennial Convention, Phila. May 12-17) 


The American Journal of Nursing H-6-40 
50 West 50th Street, New York City 


Please send The American Journal of Nursing fer 


1 year $3 O 2 years $5 1] 
(Canada 50c extra a year) 
Be RRRNBO 2 2555 116s5 oat ao enetiotase ol anguonerkie tale eater sieve el et scecayplekere 
ARERR RN 515016 5)-5.16 leo 900 -e\oisec oot alte We olel usa relectrensiece: aleraverstels 
MERE S. 636 hrs te hes Se Sis ele wie ersidis wconears Sti css isos: sascre?s 





$2.50 each in clubs of 2 or more 
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MAINTAINING 


ANOTHER 


The same qualifications that make a pioneer and leader 
—vision, initiative, resources, facilities and organization 
experience—naturally enable that company to give 
values second to none. In its chosen field, Baxter inter- 
prets value to include highest quality. 


To maintain the unexcelled quality of Baxter’s Paren- 
teral Dextrose and Saline Solutions is of first impor- 
tance. They must be pure, pyrogen-free, uniform, stable 
—in every sense, safe. Over a period of years Baxter 
has perfected a complete series of 21 tests—chemical, 
bacteriological and biological—which, when double 
checked and correlated, “bracket” every material and 
process that go to make up Baxter’s Solutions in the 
distinctive VACOLITER, with its exclusive visible index 
of vacuum. 

Because of the human values that depend upon the 
uniform perfection of Parenteral Solutions, Baxter re- 
quires that every batch pass every test under a rigorous 
routine of inspection. 


BAXTER LABORATORIES 


Glenview, Ill.; College Point, N. Y.; Glendale, Cal.; Toronto, Canada; London, England 
Produced and distributed on the Pacific Coast by Don Baxter, Inc.: Glendale, Cal. 


One of a Series on the 
Progress of Intravenous 
Infusion and Blood 
Transfusion. 


CHICAGO @®@ A M E BR 


Distributed East of the Rockies by 





RESPONSIBILITY OF LEADERSHIP 


In supplying the profession with the Baxter TRANs- 
FUSO-VAC and its accessories — the accepted new tech- 
nique for blood transfusion—the same rigid standards 
as to quality, inspection and aseptic procedure at all 
times obtain. Like all other Baxter solutions, the 
Solution used in this technique—214% Sodium Citrate 
in Physiological Solution of Sodium Chloride*—is safe- 


guarded by Baxter’s 21-test, double-check system. 


So, too, the design of the TRANSFUSO-VAC provides a 
complete single-unit technique of indirect transfusion— 
Drawing, Filtering, Storing, Transporting and Infusing 


—that bridges time and space with unbroken asepsis. 


Upon the long standing safety record of Baxter’s Solu- 
tions and Transfusion equipment—proved in the daily 
routine of thousands of hospitals — every user may 


rely with complete confidence. 


* 





On request, professional 
bulletins discussing 
Baxter’s Parenteral 
Solutions and the 
TRANSFUSO-VAC, 


I c A N @ NEW YORK 


HOSPITAL SUPPLY CORPORATION 
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Because ether gives warning signs 
before the toxic level of anesthesia 1s 
reached; because, as an inhalation anes- 
thetic, it is controllable; and because it 
is generally free from untoward after- 
effects, ether is regarded as a most de- 
pendable anesthetic agent. Ether is still 
the safest, most adaptable, most widely 
used anesthetic product. 

Just as ether has maintained its place 
in the field of anesthetic agents, so 
E. R. Squibb & Sons have enjoyed the 
confidence of surgeons and anesthetists 
as the producers of a uniformly pure, 


stable and safe ether for anesthetic use. 


One Grade Only—for Anesthesia 
In 1853, Dr. Squibb made ether uni- 


formly safe for anesthesia by perfecting 





his continuous steam distillation process. 
E. R. Squibb & Sons make only one qual- 
ity of ether—for anesthesia. It is the only 
ether packaged in patented, copper-lined 
containers to protect its purity. 


You Can Have Confidence in 
Squibb Ether 
The fact that Squibb Ether is used in 
over 85% of American hospitals and in 
millions of cases every year is an indica- 
tion that it has met the test of clinical 
performance. When so much depends 
upon your confidence and skill, it is 


sound insurance to specify Squibb Ether. 


For literature address the Anesthetic Division, 
E. R. Squibb & Sons, 745 Fifth Ave., New York. 


SQUIBB ETHER 
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THE RESULT OF 
CORNING RESEARCH 


Effective May 22, 1940 








After five years of research and experimentation, Corn- 
ing engineers have completed development work on 
automatic equipment for blowing certain items of 
“PYREX” brand laboratory glassware. Since low ex- 
pansion glasses of high melting point do not readily 
lend themselves to machine methods, development ef- 
forts have necessarily been confined to simple shapes, 
a limited range in capacities, and only to those items 
manufactured regularly in relatively large quantities. 

This development has now progressed to a point 
where machine manufacture is under way on Griffin 
beakers in the five most popular sizes, comprising ap- 
proximately 70% of Corning’s entire Griffin beaker 
production. This price reduction is made in anticipa- 
tion of manufacturing economies to be derived from the 










new automatic manufacturing processes and facilities. 

These machine made Griffin beakers are manufac- 
tured to the same rigid specifications previously estab- 
lished by Corning for ware produced by hand and by 
semi-automatic methods. 

Although these beakers are blown by machine, full 
automatic production has not been achieved and subse- 
quent finishing operations are still required. 

As time goes on, it is expected that the new machine 
can be adapted to other “‘volume” items in our beaker 
list as well as to certain other types of laboratory ware. 
When additional items of ““PYREX”’ brand laboratory 
glassware are blown automatically and as other econo- 
mies are effected, savings in costs will be passed on to 
the user. 









































NEW NET PRICE PER PKG. 
coe phar f 8) be . Pg Nev. ice at Price onettios In Assortments of 
| r 

ne ee " one Bast - Por Plg. 20 Pkgs. 50 Pkgs. 100 Pkgs. 
1000 BEAKERS 150 120 $ .19 $ .16 $17.28 $16.42 $15.55 $14.69 
Griffin, 250 120 .20 15 16.20 15.39 14.58 13.77 

Low Form, 400 84 .26 21 15.88 15.08 14.29 13.49 

With Spout 600 ta 31 -26 16.85 16.01 15.16 14.32 

800 48 -36 31 13.39 12.72 12.05 11.38 

These prices are effective as of May 22, 1940. “PYREX” Griffin Beakers are available through your regular laboratory supply dealers. 





Binh: 


: means 
x Hesearch in Glass 


“PYREX” is a registered trade-mark and indicates manufacture by 


CORNING GLASS WORKS ec CORNING, N. Y. 








June, 1940 


























AMERICAN regularly catalogs some 8000 items of hospital 
equipment and supplies — and has developed many exclusive 
products that are indispensable in efficient hospital operation, 
among which those described at the right are representative. 
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Where Thousands of 








Institutes for Fospital Administrators in 1940 









The schedule of Institutes for Hospital Administrators to be conducted 
during the remainder of 1940 is as follows: 





Western Institute 


Dates: August 12 - 24, 1940 
Place: Stanford University, Palo Alto, California 
Director: B. W. Black, M.D. 
Secretary: Thomas F. Clark 
Association of Western Hospitals 
1182 Market Street 


San Francisco, California 















Chicago Institute 


Dates: August 28—September 11, 1940 
Place: University of Chicago, Chicago, Illinois 
Director: | Malcolm T. MacEachern, M.D. 
Secretary: Agnes M. McCann 

American Hospital Association 

18 East Division Street 

Chicago, Illinois 














New England Institute 


Dates: September 1 - 15, 1940 
Place: Harvard University, Boston, Massachusetts 
Director: | Henry M. Pollock, M.D. 

Secretary: Albert G. Engelbach, M.D. 

Cambridge Hospital 
Cambridge, Massachusetts 











Southern Institute 


Dates: October 21—November 1, 1940 

Place: Tulane University, New Orleans, Louisiana 

Director: <A. J. Hockett, M.D. 

Secretary: L. W. Burt, M.D. 
Touro Infirmary 

New Orleans, Louisiana 












Thatched House at Pioneers’ Village, Salem, Massachusetts 








